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Editorials 


THE DOCTORS SIDE OF THE SOCIAL- 

IZED MEDICINE CONTROVERSY 

SUPPORTED BY LEADING COL- 
UMNISTS THROUGHOUT THE 
NATION 

Thurman Arnold, of the Department of Jus- 
tice, by filing proceedings against The American 
Medical Association, stirred widespread editorial 
comment. Seldom has an action taken by the 
Department of Justice aroused the public inter- 
est and attention developed by this action. In 
most of the newspapers editorial comment has 
appeared explaining the doctor’s side of the 
controversy. The following editorial comment 
on the Arnold Medical Anti-Trust proceedings 
which have appeared in many of the most out- 
standing newspapers and magazines throughout 
the country is reproduced for the benefit of 
physicians generally: 

IF DOCTORS, WHY NOT BARBERS OR 

BANK OFFICIALS? 
HERMAN GASTRELL SEELY 
Chicago Daily News, August 2, 1938 

AMERICAN MEDICAL SOCIETY 
NEW “TRUST” FIELD 


AGAINST 
OPENS 


ACTION 


Quite aside from medical care and other social 


aspects, this government move against the 
American Medical Society is of direct impor- 
tance to trade unionists, professional men, and 
service businesses supposedly immune from anti- 
trust regulation. 

For the doctor, it should be realized, has 
nothing to sell but his services. He may leave a 
few pills or order a prescription filled at the 
nearest drug store, but this bit of merchandising, 
if it may be so termed, is purely incidental to 
his visit. His real mission is to use such skill 
and knowledge as he may possess to make a sick 
patient well. 

The hospital, likewise, is primarily a service 
organization. The patient within its walls buys 
no merchandise; he pays his money for labora- 
tory tests, operating facilities, and such nursing 
and other care as is necessary to make him a 
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physically fit member of society again. If he 
dies, his estate is presented with a bill on a basis 
of services rendered rather than for merchandise 
purchased. 

Thus the Department of Justice attacks the 
American Medical Society and its members and 
affiliates as a monopoly of services. 

ACTION SETS PRECEDENT 


Hitherto federal antitrust prosecutions have 
been based on charges of a conspiracy to fix 
prices on physical goods, restraint of trade or 
interference with interstate commerce. 

At times, as in the recent Madison oil trials, 
the federal investigation concerned itself purely 
with corporations and corporate officialdom. On 
other occasions, as in some of the building mate- 
rial indictments returned in Chicago in the 
early 1920s, labor leaders became involved as 
party to a conspiracy in violation of the anti- 
trust laws. 

Always, however, there was the element of 
interstate commerce in tangible physical prop- 
erty involved. 

OPENS NEW FIELD 

In moving against a monopoly of services, 
therefore, the Department of Justice has opened 
a new field of antitrust activity that is tremend- 
ous in its scope. Certain parallel possibilities 
suggest themselves immediately. 

If the federal threat of action against a purely 
service organization be followed by indictments 
and convictions, are the barbers, the dry-cleaners 
and other service trades as immune from price 
fixing prosecutions as certain state court deci- 
sions have led them to believe? 

If hospitals can be prosecuted for refusing’ to 
accept patients of a cut-rate “nonunion” medical 
clinic, can the plumbers, carpenters, fixture 
hangers or similar unions be punished for re- 
fusal of their services in installing nonunion ma- 
terials on a building job? 

Or if social aspects justify the intervention of 
the government in behalf of low-priced medical 
care for the masses, can the same argument be 
used to crack down on net of make-work rules 
that help to keep building costs high? 

PROFESSIONS INVOLVED 

This precedent setting action by Attorney 

General Cummings and his assistants is of tre- 


mendous importance also to all professions. 
Are the banking group immune from fed- 
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eral or state action if they prescribe or urge uni- 
form service fees for small accounts or other 
bank activities? 

Can the American Bar Association or a state 
bar association lawfully suggest schedules of fees 
to be charged by their members? 

Can any professional organization, be it com- 
posed of lawyers, doctors, dentists or real estate 
operators, engage in promotional activities that 
may lead to monopoly in any particular field? 

NOT SO SURE NOW 

Last week the answers to these questions 
would have deemed anti-monopoly action remote 
on the ground that only services were affected 
and that punishment, if any could be obtained 
best by prosecution for boycott. 

Today at least one well-known firm of at- 
torneys is not so sure that the drive against the 
doctors is not the beginning of the end for a long 
list of service group immunities. 

Meanwhile the government case against the 
American Medical Society is still to be taken out 
of the controversial stage and reduced to the cold 
legal phraseology of indictments, lower court 
decisions and a final ruling by the United States 
Supreme Court. 





DR. ARNOLD PRESCRIBES 
America, August 13, 1938 

Having lost, at least for the present, its case 
against the mining companies in Harlan County, 
Kentucky, the Government announces that it will 
proceed against a medical society in Washington 
under the anti-trust Act. No labor law was in- 
voked in the Harlan case. The Government went 
to work under a statute enacted shortly after the 
War between the States. This legislation, arising 
out of the Klan disorders, provided jail sentences 
for citizens who conspire to deprive others of 
their civil rights. In the case at Washington, the 
Government relies on labor statutes to coerce 
members of a profession. 

We pass no judgment on the immediate issue 
in this case. That can be left to the courts. It 
will not be improper, however, to observe that 
counsel representing the Department of Justice, 
Thurman Arnold, is the author of The Folklore 
of Capitalism, a “liberal” treatise in which Gov- 
ernment rights are exalted at the expense of the 
rights of the individual, and of private groups. 
Nor will it be improper to ask how members of a 
learned profession can be subjected to laws which 
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refer to restrictions upon trade and commerce. Is 
the practice of medicine “commerce”? Is the 
physician an employe in the sense of these anti- 
trust Acts? 

As we have observed in discussing “socialized 
medicine,” some physicians have very little of the 
professional spirit. Their first aim is not the 
welfare of the patient, but their fee. But phy- 
sicians of this degraded type constitute a minor- 
ity, and as a whole, the medical profession is 
distinguished for its charity and self-sacrifice. It 
seems to us that the American Medical Associa- 
tion would do well to coperate with associa- 
tions which are endeavoring to provide adequate 
medical service for their members at a cost which 
sufficiently remunerates the physician and is not 
too burdensome on the patient. We realize, how- 
ever, that the commercial character of some of 
these associations constitutes a danger against 
which the A. M. A. is rightly on guard. 

Should the Government persist in classifying 
physicians as individuals subject to the anti-trust 
laws, some curious reactions will become possible. 
Physicians might form themselves into unions. 
By this move they would place themselves beyond 
the penalties of the Sherman and Clayton Acts, 
and within the protection of the Wagner Act. 
As members of a union, they would demand a 
forty-hour week, and a double fee for over-time 
work. This over-time would, of course, be op- 
tional with the physician. He would no longer 
be obliged to visit a patient dangerously ill, 
should the crisis arrive on Sunday, or at two 
o'clock on a stormy morning. 

But nothing of the sort will happen. All this 
fury emanating from the Department of Justice 
is nothing but a tempest in a tea-pot. No phy- 
sician will go to jail. No branch of the A. M. A. 
will be convicted for restraining trade. What 
the Government wants to do is force on the 
American people a type of medical care approved 
by the author of The Folklore of Capitalism. In 
this it should not succeed, and we do not think 
it will. 


SOCIALIZED MEDICINE 
Chicago Daily News, August 2, 1938 

The announced intention of the Department of Jus- 
tice to bring suit against the American Medical Asso- 
ciation under the anti-trust laws raises some interesting 
questions. 

The department, according to the New Deal’s new 
trust buster, Assistant Attorney General Thurman Ar- 
nold, thinks that the anti-trust laws apply to the offer- 
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ing of services as well as to the production of goods. 
That, if we are not mistaken, is a new interpretation. 
The line between offering ones services and offering 
one’s labor is hard to draw. If Mr. Arnold can make 
this new interpretation stick, will there not be a con- 
flict between the Wagner act, which favors collective 
bargaining in the offering of labor, and the anti-trust 
laws, which might then be twisted into a weapon against 
trade unionism? 

Specifically, the federal government charges that the 
American Medical Association is conspiring to make 
group health plans impossible, by expelling from the 
association doctors who join in such plans, and by 
forbidding its members to aid patients who subscribe 
to such plans. If it is true that the association does 
this, and does it in a spirit of opposition, not because 
it is seeking to maintain high ethical and technical 
standards in the profession, we think it is following a 
mistaken course. Mr. Arnold should produce the evi- 
dence. 

But meanwhile, it is intimated that if the association 
will change its policy so as to encourage health plans 
in future, the government may drop its suit. Does 
this mean that the New Deal, in its continued mood of 
socialistic experiment, is bent now upon bringing about 
socialized medicine? If that is the real aim, the ad- 
ministration should say so plainly. Certainly the people 
are entitled to the best medical care that the science 
and devotion of the medical profession can provide. 
But is not the profession already giving such care? 
Every community has hospital arrangements for pa- 
tients too poor to pay. Every conscientious physician 
and surgeon contributes some of his time without 
charge to the service of the poor, and does so quietly, 
as a matter of course. But we do not believe that the 
profession as a whole, is in a mood to submit, even 
under pressure, to New Deal regimentation. And 
neither do we believe that the average American citizen 
is in a mood to let the government tell him, when he 
falls ill which doctor he must have. 


PROSECUTING THE DOCTORS 
Chicago Daily Tribune, August 2, 1938 


The department of justice has announced its inten- 
tion of proceeding against the American Medical asso- 
ciation and its affiliated Washington society as a con- 
spiracy in restraint of trade. The evidence is about to 
be presented to a federal grand jury for appropriate 
action. 

Thurman Arnold, assistant attorney general in charge 
of monopoly prosecutions, has issued a statement of his 
reason for the present action. Mr. Arnold says that 
some 2,500 government pay rollers in Washington have 
joined what they called Group Health Association, 
Inc. The members pay a flat fee and in return 
receive medical services as needed. The medical society 
disapproved the plan. Physicians in Washington were 
put on notice that if they accept employment from 
Group Health association they would be dismissed from 
the society. Likewise, physicians who were summoned 
into consultation by the Group Health staff were to be 
expelled. According to Mr. Arnold that meant, in turn, 
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that their hospital connections would be severed. The 
experience of the physicians led by Dr. Louis Schmidt 
who were disciplined by the Chicago Medical society 
for cooperating with a number of low cost medical 
clinics in Chicago no doubt served as a precedent for 
the action of the Washington branch. 

A great many persons, including a substantial num- 
ber of medical men, believe the doctors’ societies have 
been too zealous in preserving the traditional profes- 
sional relationship. It is not necessary to go into the 
merits of that controversy. The worst that can be said 
of the medical societies—and it has been said often— 
is that they have been following trade union practices. 
Members have been subjected to regulations which for- 
bid them, under penalty of explusion from their union, 
from freely contracting for their services. 

The American Medical association, in short, is fac- 
ing prosecution as a trade union. This is curious be- 
cause trade unions are specifically exempt from the 
operations of the anti-trust laws. It is doubly curious 
because of all the trade unions ever known the med- 
ical association is the one which has been the least sel- 
fish, the most public spirited. 

There is no union scale for doctors. There are no 
union hours. The ablest medical men in every com- 
munity give their services without pay to the poor as 
a matter of course. Few doctors are rich and many 
an able physician earns little more than a bare liveli- 
hood. Thanks largely to their trade union, the stand- 
ards of training and competence in the profession have 
risen steadily with the years. Eight or ten years of 
strenuous study and apprenticeship are required before 
a doctor is permitted to earn a thin dime. 

This administration in Washington has given every 
encouragement to C.I.O. unionism, characterized by 
the grossest kind of coercion. The C. I. O. has been 
egged on to crack the skulls of workmen who didn’t 
care to join its ranks; to seize and hold property in 
violation of law and justice; to wreck factories, resist 
the police, intimidate local officials. The aim was to 
deny to the man who refused to join the C. I. O. 
every chance to work. All this and much more like it 
has had the full blessing of the administration. Indeed, 
the labor board has repeatedly ordered the reemploy- 
ment of the C. I. O. men guilty of rioting. 

But when the doctors in pursuit of an ideal of the 
proper relation of physician to patient have done no 
more than expel from their society members who re- 
fused to accept its rules of ethics, the medical associa- 
tion is haled into the courts almost as a common 
criminal. 

To earn the regard of this administration the Amer- 
ican Medical association should have ordered its mem- 
bers to accept no less than $10 for a call, cash in 
advance, and to refuse treatment except on those terms ; 
should have picketed the offices of doctors who re- 
fused to accept its scale of wages and hours; should 
have brought in plug-uglies armed with baseball bats 
to wreck the laboratories of Group Health association 
and brain any one attempting to enter the place. 

The kind of trade unionism represented by the A. 
M. A., which establishes high professional standards 
for its members, continually raises those standards, 
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publishes important scientific journals, and demands of 
every member that he put his patient’s interest above 
his own is criminal in the Washington of 1938. 





IS THERE A MEDICAL MONOPOLY? 
St. Lowis Post-Disptach, August 5 

An interesting and perhaps highly significant devel- 
opment in the debate over providing adequate medical 
care for all the people is the Department of Justice’s 
announcement that it will seek a grand jury investiga- 
tion in the District of Columbia into the activities of 
organized medicine. The department was convinced by 
its own inquiry, says Thurman Arnold, Assistant At- 
torney-General, that violations of the antitrust laws had 
occurred. 

A workers’ health cooperative, similar to many that 
have sprung up in recent years all over the country, 
is the center of the dispute. Members of these groups 
pay dues, in return for which they receive medical care 
when needed from physicians retained by the organiza- 
tion. Orthodox medical organizations have opposed 
such groups virtually wherever they have appeared. 

In Washington, it is alleged, they attempted to stop 
operation of the cooperative by threatening its staff 
physicians, and even doctors who consulted with them, 
with explusion from the District Medical Society. 
Group physicians were barred from practice in Wash- 
ington hospitals, it is charged. Mr. Arnold views such 
tactics as “attempts on the part of one group of physi- 
cians to prevent qualified doctors from carrying on 
their calling.” 

Whether or not actual violations of the antitrust laws 
occurred, there is no disputing the fact that the actions 
of organized medicine—the American Medical Associa- 
tion and most of the state and local societies—in op- 
posing various humanitarian health plans have on all 
too many occasions savored of efforts to safeguard a 
monopoly for their members. 

Millions of persons in this country cannot meet med- 
ical bills for their illnesses, not to mention those for 
periodic examinations on which preventive medicine, 
the basis of a healthy nation, must depend. On the 
other hand, there are thousands of physicians who, 
despite this crying need for their services, are able to 
make only the barest of livelihoods. To bring demand 
and supply together is the motive of the plans that 
have been proposed, which include socialized medicine, 
compulsory health insurance, government subsidies and 
voluntary cooperatives. 

Of all these, the cooperative is the most moderate, 
the solution least upsetting to the present system. Yet 
organized medicine opposes it as well, as was seen a 
few months ago in St. Louis when the local medical 
society sought to bring an ouster suit against the Mis- 
souri Pacific Hospital Association, which supplies med- 
ical services to that railroad’s employees. Fortunately, 
the Attorney-General’s office refused to institute the 
proceeding. 

A ferment for better and more widespread health 
services is stirring among the people, as well as among 
many forward-looking members of the profession. A 
committee of 430 members, since grown to more than 
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1,000, last fall launched a formidable “revolt” to liber- 
alize the attitude of the American Medical Association. 
The caliber of the men who signed this “medical decla- 
ration of independence” proves that the movement must 
be taken seriously. For instance, among St. Louis physi- 
cians on the original list were Vilray P. Blair, David 
P. Barr, the late Ellis Fischel, Borden S. Veeder, H. 
L. Alexander, J. Albert Key, Ernest Sachs, Fred Taus- 
sig, Evarts A. Graham and Sidney I. Schwab. 

Many of the practitioners who oppose a change are 
undeniably sincere, but their arguments have been re- 
futed in numerous foreign countries where various 
forms of practice designed to reach the masses at costs 
within their means are in successful operation, and 
without the deterioration of ethical standards or medical 
practices which our own alarmists predict. 

A committee of health experts has recently urged an 
$850,000,000-a-year program of government public 
health activities. With such a vast scheme in the air, 
organized medicine isn’t very smart in opposing the 
moderate cooperative plan, in which no subsidy is paid 
and no government interference exists. The sole ground 
for opposition seems to be “unfair competition,” but 
the patient who benefits by a cooperative plan can give 
that plea little hearing, particularly since under compe- 
titive medicine fees are still at a point where an unex- 
pected illness may be ruinous to an ordinary family 
budget. 

The reply of the American Medical Association’s 
president-elect, Dr. Rock Sleyster of Milwaukee, indi- 
cates no yielding in organized medicine’s stand. He in- 
sists the A. M. A. “has the right to enforce certain 
membership requirements and expel members who fail 
to comply with them,” and that “hospitals are private 
institutions and have the right to determine which doc- 
tors shall practice in them.” 

It is assuredly true that these rights exist, but in- 
voking them against the health cooperatives and their 
staff physicians betokens a stand against progress, a 
closed mind against the enlightened experimentation 
without which medical economics, exactly like medical 
science, cannot advance. 

Mr. Arnold’s action may not disclose a “medical 
trust,” but it should cast needed light on the efforts of 
standpat groups to block a long-needed reform. Punish- 
ment of any persons guilty of threats and coercion 
would be welcome, but better would be the awakening 
of a cooperative spirit in those who now oppose all 
changes in the private fee system. 


REGULATION GONE MAD 

Alton (I1l.) Evening Telegraph 
It is announced that the trust busting part of the 
New Deal is to proceed with criminal action against 
representatives of the American Medical Association 
because that body is enforcing its rules against doctors, 
and in the control of hospitals recognized by the A. M. 
A. The announcement certainly caused a great sur- 
prise to the doctors who have regarded it as their 
own right to set up such rules and regulations as they 
deem best for the interests of their profession. The sur- 
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prise over the announced criminal prosecution of the 
doctors was not limited to medical men but extended 
to practically all others. The question is, where can one 
expect the prosecution to be stopped? Will it take in 
representatives of all the voluntary associations of cults 
and crafts and professions which set up rules by which 
exclusion becomes the penalty for failure of a member 
to live up to them? 

It is recalled that some time ago a suit came to a 
conclusion in which oil men were penalized for living 
up to rules and regulations designed for conservation 
of the oil business, promulgated by them at the very 
suggestion of a department of the federal government. 
There are other prosecutions in sight so that people 
who belong to trade organizations, or to any other 
groups, have come to be a bit shaky. Is there any 
reason why, if it is unlawful for such groups as the 
doctors to organize and make their rules, that it is not 
unlawful for organized labor to prescribe rules under 
which its services may be sold and fix what working 
agreements will be acceptable? The pattern of the 
rules of the doctors and of the labor organiaztions is 
very much the same. Also the rules of the associations 
of special groups generally are very much alike in their 
working and their objects. 

It does seem that the use of criminal prosecution is 
a poor way for the New Deal to persuade groups to 
accomplish what the New Deal desires. The difference 
lies in the fact that socialized medicine is strongly op- 
posed by organized medicine, while it is being advocated 
by the New Deal, to the extent that criminal proceed- 
ings will be launched to make it possible. 

The doctor has only his services to sell. He has no 
assets in his profession to leave his family when he be- 
comes disabled or dies. He thinks he should be allowed 
to control his professional relations in his lifetime. In 
that last respect he is like every other person who has 
worked hard and accumulated something he regards as 
particularly, peculiarly his own by right of achievement. 
The lawyer with his bar association, the newspaper man 
with his A. N. P. A., the dentist with his dental society 
and other such groups are equaily culpable with the 
doctor, not to mention all the unions in organized labor, 
all the churches and other religious groups—one and all 
are just as guilty, just as deserving of prosecution as 
the doctors, in so far as they may regulate the profes- 
sions, limiting the actions, the relaiions of their mem- 
bers to the public and with each other. 

The prosecution of the doctors is just another illustra- 
tion of the madness of the course of the New Deal. 


MEDICAL CARE PROBLEMS 
New Haven (Conn.) Journal Courier, August 3 

Probably what everybody needs mast in the present 
state of the discussion of medical facilities for lower 
income groups is poise and calm. Assistant Attorney 
General Thurman W. Arnold has announced an inten- 
tion of examining in a grand jury investigation the 
resistance which American Medical Association mem- 
bers and groups are said to make against operation of 
a group medical care plan among government employees 








202 ILLINOIS MEDICAL JOURNAL 


a] 


in the District of Columbia. This is the most recent 
crisis in a debate running back now two or three years; 
much of it centering, indeed, in New Haven and the 
Yale Medical School. 

Mr. Arnold is a believer in the usages of symbolism 
in government, having written two books to prove it. 
It is not at all unlikely that the grand jury investiga- 
tion is intended symbolically to represent the national 
government’s attitude toward the question of medical 
care. To conclude that the A. M. A. or its members 
or its affiliates will be found guilty of violation of the 
antitrust acts is certainly a long exercise in forward 
speculation. As Mr. Lawrence suggests in his dispatch 
this morning, Mr. Arnold may run afoul of statutes 
protecting labor unions; one thinks particularly of cases 
in which the antitrust acts were in earlier history sought 
to be brought to bear against labor unions. 

But whatever the result of such litigation as the De- 
partment of Justice seems to propose, it is extremely un- 
likely that medical care plans, federal or otherwise, will 
get far without the cooperation of the doctors. The 
possession of medical skill, after all, is something of a 
private monopoly; the government cannot force doctors 
to serve against their will and clearly will not wish to 
do so. This is no problem in the mobilization of wholly 
interchangeable laborers to man an assembly line in a 
mass production factory. No plan for medical care can 
prosper in the United States without the support of the 
best practitioners. 

It is possible some of those practitioners have been 
narrow in their judgment of the problem. It is prac- 
tically certain that narrowness has been overemphasized 
by critics of the organized profession. Nobody doubts 
that many competent doctors lack remunerative practice 
and that many individuals and many areas in the United 
States lack adequate medical care. The problem will 
not be settled by tub-thumping on either side. It must 
be settled in a way which will ensure general coopera- 
tion from the medical profession. The public may well 
demand of both sides toward that end an early meeting 
of the minds. 


SOCIALIZED MEDICINE 
Dakota Republican, Vermillion, S. D., August 4 

The question of socialized medicine keeps showing up 
in the public prints. It is quite in line with the other 
experiments in socialization which the present admin- 
istraton is fostering, most of which are pitiful failures. 
A doctor working as a federal official on a stated salary 
would spend a few hours a day waiting on his patients, 
and the rest of the time making complicated reports for 
another army of clerks in Washington to file away. He 
would no longer take a personal interest in his clients, 
or strive unduly to advance himself in his profession. 
It is true that the present system works many hard- 
ships. The public funds take care of the medical needs 
of the indigent. The wealthy class can afford the lux- 
uries of the best available medical and surgical atten- 
tion, while to the great mass of people of moderate 
means a major illness in the family becomes something 
of a financial tragedy. But there are some things that 
money cannot buy, nor political chicanery provide. We 
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like to think of the doctors we all know who will eat 
when they can, and sleep when their patients don’t need 
them; men who will get out of a warm bed on a bliz- 
zardy night to follow a snowplow for miles to aid some 
sick or injured person. We have known what the kindly 
sympathy and thoughtfulness of the doctor can do when 
there is illness in the family. To say that our doctors 
are actuated solely by the hope of pecuniary gain is a 
libel. Such things as that would soon: pass away under 
socialized medicine. Doctors would become mere hired 
help, putting in their hours, and looking ahead to annual 
vacations and eventual retirement pay. We want none 
of it. 





AS OLD AS MEDICINE 
Binghamton (N. Y.) Press, August 2 

Announcement that the Department of Justice is about 
to initiate antitrust law proceedings against the Medical 
Society of the District of Columbia and the American 
Medical Association sounds big and complicated. Big it 
is, but not complicated at all. It is just the same old 
business that started way back yonder. 

The world was very young then but old enough to 
know something about the properties of roots and herbs. 
On the other hand, there was the school that believed 
in charms and exorcisms, the Shamans who were some- 
what political in their viewpoint and who usually held 
something of a monopoly on the tribal doctoring. 

Those boys never got along with the brewers of 
potions and extracts. In one form or another they have 
appeared all through the history of medicine. They clus- 
tered around the thrones of medieval monarchs and 
slowed down the development of medicine as a science. 
When things got hot they had a few heads lopped off; 
threw some of the struggling medicos of the Middle 
Ages into the gaol and dungeon. They were able to and 
did employ the leverage of government on the members 
of the profession with whose methods they did not 
egree. 

It is unfortunate that coercive action of the type con- 
templated is being swung as a club over the head of the 
American Medical Association and its allied groups 
which have rejected the federal plan of state medicine. 
An honest division of opinion exists in the medical pro- 
fession. The chief objection to state medicine which is 
entertained by thoughtful medical men everywhere is the 
danger of its control by the laity and the further rea- 
sonable belief that politics would get into it and break 
down medical ethics and medical standards. 

In either or both instances the patient would suffer 
much more than the doctor. 

There is room for plenty of argument on both sides, 
and both sides are recruited from vast numbers of med- 
ical men who are entirely honest in their convictions. 
They aren’t being arbitrary about it. Even a great 
many of those who oppose the idea of state medicine be- 
cause of its possible effect upon the patient, whose in- 
terest every doctor is bound to safeguard, cheerfully 
admit that the profession may have to give up some of 
its riziits elung with the business groups of the country. 

In almost every state and county medical society the 
country over such honest division of opinion exists. 
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Each side has its own idea of the proper diaguosis. 
Neither side has, up to now, thought the problem 
through fully to a point of reasonable solution. 

But if coercive methods are employed by the federal 
government to drive the medical profession of the 
United States into submission a great many unpleasant 
things are likely to happen. Even those medicos who 
are inclined to go along with the administration’s plan 
will resent being driven. There isn’t anything in the 
world quite so stubborn as a doctor. He has to be that 
way because his battle is with the most stubborn adver- 
sary of all. 

So the decision to invoke antitrust laws against the 
medical profession with such obvious purpose is indeed 
unfortunate. It is to be hoped that the federal govern- 
ment will reconsider before the thing goes too far. 


NOW IT’S THE DOCTORS 
Wilkes-Barre Record, August 2 


It was only a question of time. First the bar got it 
from the Roosevelt administration. The press got it and 
is still getting it. The clergymen were dropped like hot 
potatoes after they had been circularized with question- 
naires on the New Deal and had answered according 
to their own liking but not according to the liking of 
the administration. Now it is the doctors who are being 
taken up to the public whipping post. Politely and with 
some apologies, it is true, but to be spanked, just the 
same. 

American Medical Association has violated the anti- 
trust laws, so charges the New Deal’s justice depart- 
ment. A grand jury indictment is to be sought against 
the medical society of the District of Columbia and the 
American Medical Association on the allegation that 
they have expelled a member who cooperated with 
members of the staff of the Group Health Association, 
an organization of government employees formed for 
treatment of its subscribers. Generally the department 
holds that the District Medical Society, the American 
Medical Association and some of the officials of both of 
these organizations “are attempting to prevent this asso- 
ciation from functioning.” 

It seems that the doctors may not have a union. 
When they combine, the department, in its own words, 
“interprets the anti-trust law as prohibiting combina- 
tions which prevent others from competing for services 
as well as goods.” 

An assistant attorney general, possibly thinking that 
among the doctors were some New Deal voters, care- 
fully explained that the department does not take the 
view that the offenses committed are crimes which 
reflect upon the character or standing of the persons 
who may be involved. He specifically declared there 
was an absence of moral turpitude. But the law is 
the law and must be obeyed. 

Various polls have revealed that professional classes 
as a whole have had. no enthusiasm for the New Deal. 
The accused doctors who are told in advance that their 
offenses are not “crimes which reflect upon the char- 
acter or high standing of the persons who may be 
involved” should be grateful for this testimony to their 
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character. The bar and the press have had to get along 
with less tender treatment. 


MEDICAL “UNIONISM” 
South Bend Tribune, August 3 


In some respects, as the Chicago Tribune points out, 
the medical associations resemble trades unions. They 
pass judgment on the personal and technical qualifica- 
tions of persons in the medical profession, extend or 
withhold the association membership privilege on the 
basis of that judgment and strive to make nonmember- 
ship a serious professional handicap. The Chicago news- 
paper’s observation that “there is no union scale for 
doctors” should be modified. The fees for services are 
fairly uniform in various communities, with apprecia- 
tion of local conditions. 

It is true, however, that “there are no union hours” 
for medical practitioners. No medical association has 
decreed a forty-four hour week for its members. The 
public, now that the issue has been intensified by polit- 
ical intervention, should weigh the fact that “the ablest 
medical men in every community give their services 
without pay to the poor as a matter of course.” Many 
proponents of socialized medicine argue that the middle 
class, between the indigent poor and the financially well- 
to-do, suffers by the present individualistic medical 
system. The cooperative medical service group in 
Washington, D. C., on whose behalf the department of 
justice is intervening for a test case, consists of mod- 
erate salaried government employees and of physicians 
willing to incur medical association displeasure. 

Members of the group, pledged to pay $2 to $3 a 
month for medical service whether or not the eventful 
service actually matches the financial outlay, obviously 
classify the individualistic system as a liability. Who 
is to blame? “Few doctors are rich,” the Chicago 
Tribune comments, “and many an able physician earns 
little more than a bare livelihood.” Official statistics 
confirm that. It is pertinent that physicians with dis- 
tressingly small incomes—some actually have been on 
the dole in the larger American cities—devoted years 
and expended much money, meanwhile sacrificing oppor- 
tunities to earn, for education for that profession. 

The Chicago Tribune directs attention to the fact that 
no labor union has been prosecuted by this federal 
administration for repressive tactics more violent than 
those attributed to the American Medical association 
and its District of Columbia subsidiary. “Indeed,” that 
newspaper recalls, “the labor board has repeatedly 
ordered the reemployment of . .. men guilty of rioting.” 
When the ethical objectives of the American Medical 
association are given proper consideration it becomes 
plain that the federal government should be cautious in 
the impending proceedings. The welfare of the medical 
profession and the dependent public should have prece- 
dence. A “medical trust” investigation with the familiar 
flamboyant political trimmings designed to break down 
professional public resistance to the socialized medicine 
movement, already concrete in legislative proposals, 
might cause irreparable damage to public health over 
the long term. 
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PUTTING THE SCREWS POLITELY 

ON THE DOCTORS 

New Vork Sun, August 1 
The New Deal’s Department of Justice has moved 
against the American Medical Association as a violator 
of the anti-trust laws. Its offense, in brief, is that it 
has expelled one of its members who cooperated with 
members of the staff of the Group Health Association, 
an organization of government employees formed for 
treatment of its subscribers. It is also alleged that 
Washington hospitals have been shut against the doctors 


of the group. 

A reading of the opinion of the department would be 
proof that Attorney General Cummings did not write it. 
Instead of his trustbusting style it has the soft, even 
pussyfoot, approach of his assistant, Thurman Arnold. 
Professor Arnold, while under orders to shake a club 
at the medical association, possibly remembered that 
some of its members, when they could reach the polls 
without neglecting the critical case of Mrs. Jones, voted 
for the New Deal. So he takes pains to explain that 
the offenses committed are not “crimes which reflect 
upon the character or high standing of the persons 
who may be involved.” They have no more moral tur- 
pitude than a reckless driver who is a person of “dis- 
tinction and good will in a hurry to mee his legitimate 
engagements.” However, the Professor explains, the 
law says so and so and the Department of Justice 
must follow up. 

The accused doctors may keep their silk hats on. 
They may also reflect that labor unions and farmers 
may combine but physicians must not do that. They 
may remember, too, that there is a strong current in 
the New Deal toward socialism, including socialized 
medicine. Professor Arnold’s lecture on the high cost 
of medical treatment should amuse at least one veteran 
practitioner of this town who had 130 calls in a recent 
month and collected a total of $3 for his pains. 

But the Washington doctors may as well prepare to 
be indicted. Their lawyers can read to the jury some 
of Arnold’s touching assurances of their lack of moral 


turpitude. 


THE SOFT IMPEACHMENT 
New York Herald Tribune, August 2 


The nation is just getting itself adjusted to Mr. 
Thurman Arnold’s novel method of antitrust prosecu- 


tion by what might be called the soft impeachment. 
His recent announcement that he was setting out to 
enjoin the motion picture companies as violators of 
the law, but was doing so in only the most construc- 
tive and friendliest possible spirit, had much to recom- 
mend it; here at last, it seemed, was a way through 
which the antitrust laws might be made into really 
serviceable instruments of rational industrial regulation. 
But when Mr. Arnold suddenly extends the same polite 
constructivity into the nonindustrial problem of group 
medicine one is not, in the first moment of astonish- 
ment, quite so sure. 

The implications of the proceeding are so remarkable 


as rather to overshadow the specific allegations of 


sabotage against the district medical society. To begin 
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with, Mr. Arnold can scarcely have much confidence 
that a criminal prosecution would stick in the courts, 
There are various decisions to the effect that the pro- 
hibited restraint of “trade or commerce” must apply 


to goods or commodities, while the Clayton act specif- 
ically excludes the “labor of a human being” as an 


article of commerce. Surely, a doctor’s laborious serv- 
ices could not easily be brought within the scope of 
the antitrust laws. But the Arnold method is not 
aimed at a court battle; it proposes rather to extort a 
consent decree without one, 

The consent decree has been used before now to 
enforce, through the mere threat of prosecution, an 
extent of governmenta) regulation which the prosecu- 
tion itself might fail to sustain. That aspect of Mr. 
Arnold’s sweet reasonableness might not matter so 
much in the proper field of antitrust law, where there 
are always plenty of capable opposing counsel; but 
extended into the problems of medical practice it seems 
fraught with ominous possibilities. 

And there are other peculiar things about this pro- 
posal to settle the complex social issues centering 
around medical care by the kindly intervention of the 
Department of Justice, with criminal charges and a 
grand jury investigation. Mr. Arnold himself notes, 
under the head of “economic results to be expected” 
that prosecution in the nation’s capital will ensure 
“adequate publicity.” (It could ensure little else; for, 
since medicine, if “commerce” at all, is certainly not 
interstate commerce, the federal law would operate only 
in the District of Columbia.) At a moment when the 
New Deal seems pretty hard put to it for popular 
issues next year and is clearly working up the health 
insurance question as a possible means of filling the 
gap, this device for showering “adequate publicity” 
upon the matter has an unpleasantly political conno- 
tation, 

The Department of Justice, for all its excellences, is 
clearly not the appropriate agency for regulating 
American medicine. And if its new policy under Mr. 
Arnold is going to be bent to the use of political 
stratagem, it will cease to be an appropriate agency for 


regulating anything else. 





NEW DEAL BUFFOONERY 


Troy, N. Y., Times Record, August 2 
There is something excruciatingly funny about the 
antics of New Dealers when somebody challenges their 
benevolent tyranny. In their own estimation, from the 
President down, they seem to believe honestly that 
they are the anointed of the Eternal, infallible in every 
detail, and therefore entitled to ignore law, courts, 
custom and all other conventions that civiliation erects 
for its own protection. If the courts are in the way, 
pack them. If laws oppose a plan, scrap them. If Con- 
gress refuses to act on such laws, twist them. If men 

question New Deal objectives, denounce them. 
So the men who are directing the plastic intelligence 
of the President along radical lines toward collectivism 
have decided that cooperative medicine, at first volun- 


tary and at last compulsory, must be introduced into 
the United States while the going is good. The Amer- 
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ican Medical Association does not approve it. In this 
attitude it has most of the nation behind it. So the 
A. M. A. decides to bar from its membership those 
who favor cooperative medicine—which it certainly has 
a right to do. Its position is precisely the same as 
any club which bars this or that group from its privi- 
leges; for a club is a voluntary association. 

But the New Deal bunch are angry. So the word 
has gone out that the A. M. A. must be attacked by 
law. An injunction will be sought compelling it to 
admit to its membership the New Deal gang of doctors. 
In short, New Dealism proposes to force its way even 
into voluntary associations. The next step will be to 
insist that all newspapers publish all its lying hand- 
outs and be enjoined wherever they refuse. 

There is no law for such compulsory breaking down 
of social preferences. Censorship cannot go thus far, 


The New Deal proposal is silly and tyrannous. It has 
in it not a single ingredient of honest Americanism, 
It is purely Russian—as are many of the New Dealers. 
The courts are not yet packed by the Roosevelt regime 
and there is not a chance that any such processes will 
win. But that such efforts should be made ought to 
be evidence enough of the program of repression and 
dictation which Washington intends to carry out if it 
can get the power into its hands, 


NEW DEAL MEDICAL BLUFF 
Indianapolis Star, August 2 

The Justice Department apparently is acting under 
New Deal orders to use threats and coercion on the 
organized medical profession in an effort to further 
the schemes of so-called state medicine. The depart- 
ment has accused the medical association of alleged 
illegal activities against cooperative groups formed to 
lower the cost of medical care. One of its assistants 
said a preliminary investigation indicated possible viola- 
tion of antitrust laws. 

An honest difference of opinion exists among mem- 
bers of the medical profession, but nothing to date has 
justified the attempted interference of government 
agents, particularly on antitrust claims. Organized 
medical societies should be able to exercise majority 
rule in determination of policies deemed necessary for 
public and professional welfare. Some physicians 
affiliated with the cooperatives are said to have been 
excluded from Washington Hospitals. That reported 
condition in the District of Columbia does not justify 
blanket charges applying to all the profession, 

The government’s charges evidently were designed 
to intimidate the medical profession into acceptance of 
the socialistic spending contemplated by the New Deal 
health program. The President’s advisory committee 
recently recommended expenditure of hundreds of mil- 
lions on a national health program, which would extend 
governmental paternalism, impose an additional burden 
on the taxpayers and add to the list of residents who 
assume with some reason that the government will 
supply every need for the rest of their lives. State 
medicine makes almost inevitable a bogging down of 
professional standards which have contributed to the 
high plane of scientific progress, 
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It is true that many cannot pay for medical care. 
State and Joca) clinics provide aid, much charity work 
is performed throughout the country and both medical 
and dental groups are sponsoring time-payment plans. 
Persons needing professional attention usually get it, 
regardless of financial circumstances. The socialistic 
schemes fostered at Washington, however, are training 
too many to believe they can become permanent wards 
of the taxpayers. 





A CHARGE OF MONOPOLY 


Philadelphia Public Ledger, August 2 

Lately there have been several indications that cer- 
tain federa) authorities regard the representatives of 
organized medicine as enemies. Though admitting the 
"absence of moral turpitude,” the Department of Justice 
is bringing criminal proceedings against the American 
Medical Association and the District of Columbia 
Medical Society, intending to prove that these organi- 
zations have violated the antitrust laws by interfering 
with the workings of a health association of govern- 
ment employees, 

The medical groups, it is charged, have threatened 
expulsion and other disciplines for physicians supplying 
their services to the Group Health Associated, Ltd. 
It is implied that by doing so they are endeavoring to 
maintain a monopoly in medicine. 

But the long-established rules and policies of organ- 
ized medicine are mainly designed to defend its 
standards and codes of ethics. The medical profession 
is self-governing. And this, perhaps, is what the New 
Deal Administration doesn’t like about the medical 
men, They are rebels against the policy of benevolent 
regimentation. They believe they can mind their own 
business better than Washington. By invoking the anti- 
trust laws the government has gone a long way for a 
weapon against them. 


APPLICATION OF THE ANTITRUST LAW TO 


REGULATION OF MEDICAL PRACTICE 


Arizona Republic, August 2 

What is this sacred thing, the Group Health Asso- 
ciation, that it may not be flouted with impunity? Is 
it not a long step in the direction of complete regimen- 
tation which now seems to have been the aim of the 
brain trust at the beginning six years ago and, perhaps, 
would now be well under way but for the intervention 
of the Supreme Court against NRA? But in many and 
devious ways that objective is still being approached. 

If a membership list of the Group Health Association 
were obtainable, we think we would find it was largely 
made up of adherents of the New Deal. 

Steps in the name of the Group Health Association 
have already been put under way against the American 
Medical Association and the District of Columbus 
Medical Society as violators of the federal antitrast 
law. Perhaps if it could be shown that these organi- 
zations had encouraged their members to agree upon 
the fees to be charged by the profession, and that as 


a result of such encouragement uniform and exorbitant 
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fees prevailed, an action for violation of the Sherman 
antitrust act might lie. 

3ut as we understand that is not the gravamen. Then 
what have the intended defendants done to call down 
upon them the wrath of the New Deal? They have 
been guilty of the sacrilegious act of speaking disre- 
spectiully of the Group Health Association. They have 
signified that they want nothing of this association. 
They counsel the dissociation of their members from 
the group health physicians in the matter of consulta- 
tion and hospitalization and other relations which are 
more or less private and personal. In short, they 
regard the health group idea as a form of heresy which 
should not be encouraged. That is, the head and front 
of the offending of the American Medical Association, 
a revolt against the New Deal. 

The proposed action against the American Medical 
Association and the District of Columbia Society is 
quite similar to the proceedings of the National Labor 
Relations Board, whose interpretations of the Wagner 
Act are held to be sacred and not subject to question- 
ing. It has thus become a crime to think evil of the 
rulings of the board, 

It is the professed aim of the health group to pro- 
vide medical and surgical aid for all who are in need 
of it. We have been making a gradual approach to 
that aim for many years, but the health group wants 
it done now, instanter. It is in that respect similar 
to nearly all New Deal projects, lacking in practicality. 

We may suspect that the health group is more 
solicitous for the well-being of a class of physicians 
who for one reason or another have fallen short of 
professional success, than they are that none should 
be deprived of medical care. For this they would 
regiment the practice of medicine and establish it on 
a lower level than that to which it has been brought 
mainly through the efforts of the men who are now 
more vigorously opposing regimentation. 

If it should happen as a result the action threatened 
by the department of justice that the practice of medi- 
cine should be shorn of its independence and freedom 
and all practitioners should be reduced as nearly as 
possible to a common level, it would be a sad day/for 
the country. In their wildest dreams the most insane 
of radical socialists nearly fifty years ago when the 
Sherman law was enacted could not have supposed 
that it could ever be applied to such a scheme for 
regimentation, 

They might, and no doubt did, have in mind com- 
plete socialization, but they could not have imagined 
that it would ever be reached through an antitrust law. 
Certainly congress never contemplated such a use of 
the Sherman act. 


A NEW USE FOR ANTITRUST LAWS 
Philadelphia Inquirer, August 2 
Public interest in the antitrust suit which the Depart- 
ment of Justice is now bringing against the District 
of Columbia Medical Society and the American Medical 


Association will not be confined to Washington. The 
widespread adoption of plans for group hospitalization 


September, 1938 


and medical care will focus national attention on this 
unprecedented action. 


Thurman W. Arnold, Assistant Attorney General, 


charges the organizations of physicians with violating 
the antitrust laws in attempting to prevent the func- 
tioning of a local group health association composed 
of government employees. Specifically the medical 
societies are accused of threatening expulsion of their 
own members who accept employment from the health 
group and also their removal from staffs of affiliated 
hospitals, 

This alleged procedure is termed by Mr. Arnold an 
illegal boycott of health group doctors. He charges 
that the associations are endeavoring to set up a virtual 
monopoly of the community's medical services. 

In proceeding against professional nonprofit organi- 
zations, which are not concerned with prices or com- 
modities and in the ordinary sense are incapable of 
operating in restraint of trade, the Department of 
Justice has entered a field commonly regarded as out- 
side the scope of antitrust laws. 

The Washington plan that has encountered opposition 
from medical societies differs from the group hospitali- 
zation plan recently adopted for Philadelphia with the 
cordial cooperation of organized medicine. In Wash- 
ington a group has retained its own staff of physicians 
and operates its own clinic. Under the Philadelphia 
plan subscribers take out insurance against the cost 
of hospital accommodations and treatment. 

Whatever the outcome in Washington, Philadelphia 
has reason to congratulate itself on the agreement re- 
cently concluded between the Associated Hospital Serv- 
ice and the County Medical Society that will mean 
so much to the health of this community. 





A MEDICAL CONTROVERSY 


Boston Post, August 2 

The action of the Department of Justice in charging 
the American Medical Association with monopolistic 
practices in connection with the Washington Group 
Health Association, is indeed, a radical departure from 
accustomed procedure. 

The Group Health Association is a mutual organi- 
zation of government employees. It provides all med- 
ical care necessary for its members by payment of a 
small membership fee. 

Doctors are hired by the year. They earn their 
complete living in this way. As far as can be ascer- 
tained, the plan is working very well for doctors and 
patients. 

Now it is alleged that the A. M. A. and its affiliate, 
the District of Columbia Medical Society, is attempting 
to prevent the success of the association by using the 
following methods : 

The first is threatening expulsion of doctors from 
the A. M. A. for working for the association. The 
second is threatening expulsion. from the society of 
doctors who consult with the association. The third 
is threatening expulsion from Washington Hospitals of 
the association staff doctors. 

It can be seen that the methods charged are under- 
handed, and, if proven, monopolistic indeed, 
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There is no question that there is a large element in 
the medical profession which opposes departure from the 
time-honored individualistic conception of medical 
practice. And also there is no question that, in this 
day of government interference in every walk of life, a 
socially minded government wants to put over a sweep- 
ing plan of nationalistic medicine, as it has put over 
farm plans, soil plans, flood plans, unemployment plans 
and electric power plans. 

But before we make up our minds that the present 
action has dragged a raw situation into the light, in 
which the American Medical Association is attempting 
to hold up the public for high fees, it is well to scan 
the record. 

The association for a number of years has protected 
the public against the quacks which sprout like fungi 
in the broad field of medicine, 

There is no subject that the general public knows 
less about than bodily health. 

Illegal practitioners have been winnowed down to a 
minimum; medical schools of the racket variety have 
been put out of business; standards of state medical 
examinations have been raised and fake cures and hos- 
pitals have been exposed. 

The general standard of medicine is higher in this 
country than anywhere else on earth. And it has been 
the voluntary membership of the American Medical 
Association, a free and unsupervised society, which 
has done it. 

Of course, there has been much complaint against 
the mandatory methods of the Association, exercised 
against individuals and in legislative halls. But the 
ultimate result of it all has been beneficial. 

Consequently, the government's present move should 
not be prejudged until the facts are known. 


CLUB FOR MEDICAL “TRADE” 
Philadelphia Evening Bulletin, August 2 

Anticipation that there would be something novel and 
spectacular in antitrust enforcement under Assistant 
Attorney General Thurman Arnold has been borne out. 
The proceedings just initiated against the American 
Medical Association and the District of Columbia Med- 
ical Society, intended to lead up to a Grand Jury 
investigation of the opposition to group medicine from 
the antitrust point of view, is a coup almost deserving 
the overworked adjective sensational. 

The allegations charge an illegal boycott carried out 
through threats of exclusion from the District Medical 
Society, and the actual exclusion from Washington 
hospitals of physicians on the staff of the Group Health 
Association, Inc., an organization of government em- 
ployees to provide themselves with prepaid medical care. 

The Sherman Act and other antitrust legislation 
were expressly stated to be intended to prevent com- 
binations in restraint of trade and commerce among 
the several states or with foreign nations. The “trust” 
aimed at was nothing vague or indefinite in the minds 
of those who pushed this legislation.. The popular 
idea was well embodied in a noted cartoonist’s con- 
ception of a pursy, bloated plutocrat in dollar-mark 
checked attire. There was accordingly considerable 
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indignation when in the famous Danbury hatters case 
the Sherman Act was applied to a labor boycott. The 
Clayton Act of 1914 made the declaration that “the 
labor of a human being is not a commodity or article 
of commerce,” and exempted from the operation of the 
antitrust statutes nonprofit labor and agricultural orga- 
nizations not having capital stock. 

Logically, professional skill and attainments would 
seem to be equally out of the class of commodities with 
which the antitrust statutes concern themselves. Of 
course, as there is no specific exemption in their case, 
it may be found that the law against restraint of trade 
applies to the practice of the medical profession. Mr. 
Arnold contends the law applies to “services” as well 
as goods, 

The Arnold move will probably be widely popular 
with those who believe that opposition to group medi- 
cine and group hospitalization is short sighted on the 
part of the medical profession, and that if the war on 
group medicine in the District went to the length 
charged by the Attorney General the bounds of legiti- 
mate self defense were exceeded. But the fairness of 
the use of this particular club is open to question, 
especially as long as there are awaiting attention so 
many charges of violation of the antitrust laws by 
combinations they were supposedly intended primarily 
to cover. Such prosecutions would be more prosaic, 
but they come closer to the intent of the law as com- 
monly understood, 


MEDICAL MONOPOLY 


Indianapolis News, August 2 

An amazing interpretation of the federal antitrust 
laws is implied in the announcement of the United 
States department of justice that it is preparing to 
bring suits against the American Medical Association 
and other medical societies for violation of the anti- 
trust laws. Coming so soon after the national health 
conference at Washington, at which differences of 
opinion between the American Medical Association 
and the federal administration were expressed, the 
inference is that the administration has resorted to the 
antitrust law suit device to bring pressure to bear upon 
the organized medical profession for approval of the 
administration public health plan. An assistant attorney 
general said in a statement accompanying announce- 
ment of the suits that the department would consider a 
consent decree in event that the defendants in the suits 
decide upon voluntary cooperation. This means, in 
effect, that the department will not prosecute if the 
defendants say that they will desist from alleged 
violation of the antitrust law. 

The attorney general's office alleges, in the suit 
singled out for a test, that the American Medical 
Association and the Medical Society of the District 
of Columbia have attempted to prevent the functioning 
of the Group Health Association, Inc., of the District 
of Columbia. This is an organization of about 2,500 
government employees. It collects dues from the mem- 
bers and, in return, provides them with medical atten- 
tion and hospital services. The department of justice 
alleges that the Medical Society of the District of 
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Columbia has sought to dissuade its members from 
taking employment by this organization, that doctors 
who have taken this employment have found themselves 
barred from the staffs of Washington hospitals and 
that their professional liberty has been restricted by 
what the department of justice calls “organized medi- 
cine.” 

The medical profession has resisted such organiza- 
tions as that named in the Washington complaint on 
the ground that they will result in inferior standards 
of medical service and will encourage the subservience 
of the medical profession to lay control under condi- 
tions which are strongly dominated by financial con- 
siderations. Some of these organizations are alleged 
to be formed primarily for the financial gain of the 
promoters. The department of justice does not seem 
to realize that in attacking medical societies as alleged 
monopolies it may be clearing the way for a monopoly 
of unusual danger because of its lay control. The case 
will be followed with interest because of its deep con- 
cern to the health of every one. 





THE MEDICAL PROBE 
Washington Evening Star, August 2 


_ The Department of Justice, in announcing its pro- 
posal to initiate grand jury proceedings against the 
American Medical Association and the District of 
Columbia Medical Society, is relying on the assumption 
that the Sherman Act applies to a monopoly of pro- 
fessional services as well as monopoly of goods. 

That is a novel proposition and a judicial determina- 
tion of its validity should be welcomed by the medical 
profession as well as by the conurts. The extent to 
which government can or should regulate the profes- 
sional work of doctors is a highly debatable propo- 
sition, and the first step in resolving it is the ascer- 
tainment of how far, as a matter of law, the govern- 
ment can go in that direction. 

If the courts uphold the right of regulation it will 
then be incumbent on the Department of Justice to 
prove that the members of the medical organizations 
have in fact combined to do the allegedly illegal acts. 
Until that proof is forthcoming the public should én- 
deavor to keep an open mind on the question and not 
become prejudiced against a profession on the strength 
of charges yet to be substantiated. 

The department has suggested that it would recom- 
mend withdrawal of the grand jury action if the doc- 
tors would agree to sign a suitable consent decree elim- 
inating the allegedly illegal practices. That is a proper 
attitude for the government to take, provided the grand 
jury proceedings are in no sense used as a “club” to 
compel the signing of such a decree. 

While it is not likely that the officials of the medical 
societies will look with favor on the signing of a de- 
cree, they should be free to decide that point without 
being subjected to pressure or promises. The issues 
here at stake are too important to permit the develop- 
ment of a situation like that in Milwaukee recently, 
when a federal judge dismissed a grand jury after it 
had voted Sherman Act indictments against some auto- 
mobile finance companies because he thought the Justice 
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Department officials had used the grand jury as a de- 
vice to force acceptance of a consent decree. 


MEDICINE AT CROSSROADS 
Boston Herald, August 2 

The whole question of assuring the American people 
of adequate medical care, which was discussed at length 
at the recent Washington conference, has suddenly been 
focused on one point by the action of Asst. Atty.-Gen. 
Thurman Arnold in formally accusing the American 
Medical Association and the District of Columbia Med- 
ical Society of violating the federal antitrust laws. It is 
safe to predict that the settlement of the case will 
probably influence the methods of the practice of medi- 
cine in the United States for years to come. 

The facts, at least as Mr. Arnold presents them, are 
simple. The Group Health Association, Inc., was vol- 
untarily organized a year ago by 2,500 small-salaried 
government employees to provide themselves with med- 
ical care for a small monthly fee. When the associa- 
tion attempted to retain competent physicians, it found 
that the District of Columbia Medical Society had 
threatened to expel any of its members who might en- 
ter into an agreement with the association. It also dis- 
covered that the society had forbidden its specialist 
members to consult with physicians employed by the 
association, and that it had prevailed on several Wash- 
ington hospitals to refuse admittanse to the association’s 
doctors. It is well known, as Mr. Arnold says, that 
the Washington episode is not unique, and that the 
medical societies have similarly opposed the organiza- 
tion of group medicine association and hospital insur- 
ance plans in several other cities. 

If these ventures will inevitably lower the quality of 
medical care and the A. M. A. can demonstrate that 
certainty, it is on strong ground. Plainly we must not 
embark on any scheme which will impair existing med- 
ical standards. But if the A. M. A.’s objective is merely 
to freeze our present medical facilities into a state of 
permanence and to prevent the free and honest trial 
of new facilities, it is on exceedingly weak ground. 

As it has been declared many times in recent years 
and as it now must be apparent to almost everybody, 
the very rich and the very poor today receive the best 
medical treatment. The rich can afford to engage the 
best physicians and surgeons. The poor can obtain free 
treatment—often from the same doctors—at a hospital 
or clinic. But the middle class, the people with incomes 
of from $1,000 to $2,500 a year, usually have great diffi- 
culty and frequently suffer real hardships in attempting 
to meet the cost of a serious illness. The group scheme 
offers them the opportunity of buying protection against 
the financial impositions of illness just as most of 
them now insure themselves against the loss of their 


homes by fire—through small monthly or yearly pay- 


ments. 

In reply to the antitrust charges, the A. M. A, has 
immediately revived the bogey of government regimen- 
tation and “socialized medicine.” The essential point 
is that these voluntary, cooperative organizations— 
which nobody has to join unless he wants to—really 
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promise to obviate the need of government subsidy and 
regulation. 

Public funds and private charity already take care 
of the poor sick. Our present objective should be to 
forestall the necessity of caring for the middle class 
sick in the same way. Certainly from the taxpayers’ 
standpoint it is much more desirable to encourage 2,500 
government employees in Washington—or any other 
group of citizens—to finance their own medical care 
through a cooperative arrangement than to deny them 
that right and invite them to seek public or private 
assistance whenever they fall ill. 

Mr. Arnold was careful to state in his opinion that 
he is not accusing the members of the medical societies 
of a moral offense. Indeed, he invited them as “per- 
sons of distinction and good will” to cooperate in end- 
ing the impasse “so that there may be free and fair 
competition between the forms of organization and the 
older types of practice.” It is to be hoped that the 
A, M. A.’s Chicago office will dismount from its high 
horse and join with the humble laity in a search for the 
just and intelligent course. 





TRAUMA AND APPENDICITIS 


Probably because trauma, next to cold, is associated 
in the minds of people with almost every disease, the 
first impulse of the surgeon is to reject the possibility 
as a cause of appendicitis. Deaver said that he had 
never seen a genuine case of traumatic appendicitis. 
John B. Murphy, however, as early as 1892, urged that 
trauma could be an exciting factor in appendicitis, and 
Howard Kelly claimed that traumatic appendicitis is 
more frequent than is commonly believed. He col- 
lected records of fifty cases, and Osler in his “Practice 
of Medicine” stated that “trauma plays a very definite 
role, and in a number of cases the symptoms have 
followed very closely a fall or a blow.” 

Three distinct opinions prevail. One categorically 
denies the existence of acute traumatic appendicitis and 
regards the occasional association of trauma with an 
attack of appendicitis as a coincidence. Another accepts 
the possibility of causal relationship but limits the role 
of injury to that of an activating factor bringing about 
an exacerbation in a previously diseased organ, denying 
at the same time that trauma per se is capable of orig- 
inating an acute attack in a previously healthy appen- 
dix. Finally, there is the belief that traumatic appendi- 
citis is a definite clinical entity. The latter opinion is 
gaining a wider recognition, both by the medical ex- 
perts and by the courts, which in recent decisions have 
recognized traumatic appendicitis as a compensable 
cause under the laws governing industrial compen- 
sation. 

The pertinent question is not whether trauma can 
originate an initial attack of appendicitis or whether 
its effect is that of lighting up dormant pathologic con- 
ditions. It is, rather, whether or not trauma can pre- 
cipitate a clinical attack of acute appendicitis. The 
consensus is not only that it can, but that the resulting 
attack is likely to be one of a grave, destructive type, 
with a clear clinical picture. Usually, after a blow on 
the abdomen, a kick, a fall, or a sudden muscular strain, 
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severe sharp abdominal pain occurs, followed by vomit- 
ing. The initial pain and vomiting are characteristic 
and are presumably due to intraperitoneal shock. Then, 
in most cases, as pointed out by Behan,’ both symptoms 
cease and return later, as the result of progression of 
inflammatory changes within the abdomen. Rarely is 
there any evidence of bruising of the abdominal wall. 
There may be muscle rigidity and well localized tender- 
ness over the right lower quadrant. Such a clinical 
picture should suggest the possibility of acute appendi- 
citis. Procrastination is serious because of the severe 
destructive lesions characteristic of this entity—Jour. 
A. M. A., June 4, 1938. 


1. Behan, R. J.: Traumatic Appendicitis, Ann. Surg. 65: 263 
(Feb.) 1927. 





THYROID HORMONE IN EAR IMPROVES 
HEARING OF SOME 


The miracle of making the deaf hear has been at least 
partially wrought by injections into the ear of thyroxine, 
hormone secreted by the thyroid gland. Results of this 
method of treatment were reported by Dr. Max A. 
Goldstein of St. Louis, Mo., at the meeting of the 
American Laryngological, Rhinological and Otological 
Society. 

The patients, 35 of them, were suffering from the 
chronic hereditary type of deafness known as otoscle- 
rosis. In this condition spongy bone forms in the cap- 
sule of the labyrinth of the ear. Dr. Goldstein injected 
the thyroxine into the middle ear. 

Careful tests of the hearing were made with the 
audiometer before and after the treatment. Improve- 
ment in hearing after treatment ranged from 35% to 
50%. In other words, while not cured completely of 
deafness, these patients recovered from one-third to 
one-half of their hearing.—Science News-Letter. 





INJECTION TREATMENT OF HERNIA 


The injection method, according to its modern ad- 
vocates, is applicable only to hernias that can be com- 
pletely reduced and kept reduced by means of a truss. 
Its use is contraindicated in irreducible hernias, in 
sliding hernias and in the presence of an undescended 
testis. Injections are further contraindicated in the 
presence of superficial skin infections or erosions 
caused by the truss, in syphilis, diabetes, senility or 
marked emaciation. Hernias with a wide ring are not 
likely to give a good result. The case best suited for 
the treatment is the small reducible, indirect inguinal 
hernia in a young person. The complicated hernias and 
the large hernias of the middle aged and the elderly are 
the least suited for the injection treatment. Anatomic 
conditions in a direct hernia, in the umbilical and the 
femoral hernia, make the injection treatment undesir- 
able, in the opinion of many. Although in the hands of 
some investigators the results seem to have been good, 
the complications, the difficulty in selecting suitable 
cases, and the still uncertain percentage of recurrences 
would seem to make the method unsuitable except un- 
der circumstances in which unusually careful technic 
and suitable care are possible. (J. A. M. A., Oct. 30, 
1937, p. 1456). 
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SUGGESTIONS ON PREPARING 
COPY 


WRITING A CRAFT AND AN ART 


“It is a craft when practiced for the uses of 
caily life by persons of ordinary endowments; 
it is transformed into an art when to excellence 
of craftsmanship is added the formative principle 
that differentiates an art from a craft. 

“It might be supposed that anyone who 
wished to write would know what he wished to 
write about. But many merely wish to write. 
To recommend that such a person choose a sub- 
ject which he knows well is not so superfluous 
as it seems.” 

A Manual for Writers: Manley and Powers 

“Accurate use of a large vocabulary of words 
clear and sharp in their meaning marks the 
scholarly writer.” 

The Writing of Medical Papers: Mellish 

A medical editor welcomes copy on new dis- 
coveries or novel applications of old principles 
when presented in attractive form. It therefore 
behooves the writer to limit his subject closely, 
tc take time to condense and polish the text, 
verify the statistics, illustrations and tabular 
matter and present his ideas in a form to ap- 
peal to the reader. 

Medical literature is accumulating at such an 
enormous rate that it is comparable to the as- 
tronomer’s theory of the “Expanding Universe.” 
To add to the mass, unless the contribution is 
novel and well presented, is a liability rather 
than an asset. 

Following the publication of “Observations on 
Copy” two years ago there was some improve- 
ment in the paper prepared for the annual meet- 
ing and the suggestions are revised and repeated 
at this time in the hope that they may again be 
useful in the preparation of papers. 

Much time, labor and expense on the part of 
writers, editors, printers and others can be saved 
by compliance with these suggestions. 

Titles of articles should be brief and explicit. 
Otherwise they cannot be readily located in the 
Index Medicus and the author loses the advan- 
tage of that excellent publicity. 

Paper and Style: All copy should be submit- 
ted on standard size white paper, 814x11 inches 
and double spaced throughout. Page to be 
blank 14% inch top and left side; inch on bot- 
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tom and right side. Copy to be original. (Au- 
thor keeps a carbon copy.) 

Pages Numbered: All pages including tables, 
legends and bibliography, to be numbered con- 
secutively. Also all illustrations to be numbered 
and marked “top” and have author’s name on 
back, 

Title, author: Title of paper, author’s name 
and city address should appear in order stated 
at top of first page; author’s street address at 
end of article. 

The contents of paper should be in the best 
possible style and turned over to the official re- 
porter with the distinct understanding that proof 
will be submitted to authors for the correction of 
typographical errors only. If changes from copy 
are desired they will be made at author’s expense. 

Spelling: Spelling as in Stedman’s Medical 
Dictionary is considered standard. He does not 
recognize such barbarisms as oedema which he 
calls “variant,” nor have we adopted the short 
form of though, thorough, etc., even if some 
lexicographers have. 

Abbreviations not in dictionaries should not 
be used except in tables with explanatory foot- 
notes. 

Words Often Misspelled 


abscess inflamed 
anemia inflammation 
anastomosis inoculation 
anesthesia myxedema 
benefited per cent. (2 words with 
bactericidal period) 
calcareous preventive 
carcinoma septicemia 
caseous smallpox 
desiccate syphilis 
diphtheria thorough 
dyspnea though 
edema through 
esophagus tonsillitis 
goiter tryparsamide 
hemorrhage x-ray 
Hippocratic 


Numbers under 10 to be spelled out; over 10, 
use Arabic numerals. 

Compound Words: Many medical terms for- 
merly written separately or hyphenated are now 
run together as in German, which has a certain 
scientific advantage however cacaphonous the 
sound. Recent editions of both Dorland and 
Stedman have pharyngomaxillary and _sterno- 
cleidomastoid which were formerly hyphenated. 

Stedman writes all gastro compounds with- 
out hyphens. Funk & Wagnall’s Standard uses 
hyphens, indicating that medical practice fol- 
lows the German style more closely. 
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Capitalization: No capitals unless proper 
name or beginning a sentence: thus doctor, phy- 
sician, dentist, pediatrician. : 

Names of diseases and medicines not capital- 
ized unless named for a person. 

X-ray not capitalized unless beginning a sen- 
tence. 

Titles of articles when referred to in the ar- 
ticle are not capitalized, or if capitalized should 
be in quotes. 

Illustrations: All cuts required for illustra- 
tion are furnished at author’s expense. Clear 
photographs and wash drawings can be repro- 
duced in halftone cuts; line drawings in zinc 
etchings. Minimum size halftones cost about $3 
each; minimum etchings about $2. Negatives 
of radiograms, either glass or film, are not ac- 
ceptable; prints should be submitted. 

Bibliography: References to literature should 
appear in numerical order in the text and the 
bibliography should be collected at end of article 
with the same numbered references. It is rarely 
necessary to write names of medical journals in 
full. (J. A. M. A.) 

Since 1927 the Index Medicus has maintained 
a uniform standard of references which an- 
swers every requirement of brevity, uniformity 
and accuracy that makes it the supreme arbiter 
in this field. This system was directed to our 
attention by Mr. Alfred L. Robert, medical 
librarian of Columbia University, and we have 
redacted copy recently submitted to the Journal 
in accordance with this plan. This was facili- 
tated by the cooperation of the staff of the 
Crerar library. 

If authors will follow this system from this 
date it will save extra work for all concerned. 

The example quoted by Mr. Robert was taken 
from February (1934) ILLINoIs MepicaL Jour- 
NAL as follows: 

“Ford, H. L., Deep neck infection—surgical 
approach, Illinois M. J. 65: 117-128, 1934.” 

It will be noted that this contains the author’s 
name and initials, title of paper, name of journal 
abbreviated, volume number in Arabic numerals, 
pages, first and last, and year. 

The data include everything necessary to lo- 
cate the article in a library with nothing super- 
fluous. 

Similarly quotations from books should con- 
tain the author’s name, title of book, place of 
publication, publisher’s name, year and pages. 
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Arabic numerals are specified instead of Ro- 
man as they are more familiar and less liable to 
error in copying. 

Phony Locutions: “He operated six cases; 
others were unoperated.” It seems incredible that 
any physician or surgeon could be guilty of such 
a sentence, but unfortunately it is not so un- 
common. Others “operate” patients; Why not 
operate “in” the case or “on” the patient. 

The following quotation from Stedman’s Med- 
ical Dictionary may clarify this usage: 

“Case (kas) (L. casus, an occurrence). An 
instance of disease with its attending circum- 
stances. The patient is not the case; the patient 
dies or recovers, the case terminates fatally or 
ends in recovery; the surgeon operates in a case, 
but operates on the patient.” 

Smith, Brown, ete. Why not Smith, Brown, 
et al.? 

“Cases in whom” should be cases in which, 
but “patient in whom” is correct. 

We quote below the excellent summary of 
language to avoid from the Journal of the Med- 
ical Association of Georgia: 

REPREHENSIBLE MEDICAL ENGLISH 


TWELVE VALUABLE POINTS IN THE LANGUAGE OF 
MEDICINE 


1. “Case” must not be used for “patient,” nor “cure” 
for “treatment.” 

2. “Tubercular” means “nodular”; “tuberculous” 
means “infected with the bacillus of tuberculosis.” 

3. “Cystoscope” is a noun and must not be used as 
any other part of speech. 

4. It is possible to “operate a cotton-gin,”’ but it ts 
not possible to “operate a patient”—nor his appendix. 

5. “Acute appendicitis” is common, but an appendix 
cannot be “acute.” 

6. “Acute abdomen” is beyond the pale. 

7. “Pathology” means the “science of disease”; it is 
therefore absurd to speak of “pathology in the right 
lung.” 

8. “Positive serology” is the worst type of jargon: 
apparently “positive Wassermann reaction” is usually 
meant, 

9. “Specific” and “luetic” are convenient to obscure 
meaning from patients’ relatives, but “syphilitic” is bet- 
ter in writing for the medical profession. 

10. It is incorrect to say the patient had “no tem- 
perature.” One may say that there was “no elevation 
of temperature,” but it is shorter to say there was “no 
fever.” 

11. “Shot” is perhaps the most abused and over- 
worked word in medical literature. Shot is of lead. 

12, Bad spelling is unpardonable, so a good diction- 
ary is indispensable, 
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During the past month the ‘subjects of medical 
care in the United States and Health Insurance 
have held the center of the attention of the 
newspapers, the monthly magazines, both lay 
and professional, as well as the public in gen- 
eral, The public have had brought to them in 
a most spectacular manner the subject of Health 
Insurance. To be sure they know little about 
the subject and those in charge of the propa- 
ganda have been careful to avoid going into the 
details of either the need of such a plan or the 
exact nature of it. They have whetted the 
appetite and interest of the public by news- 
paper publicity in which they are trying the 
case before any definite charge is being brought 
against the medical profession. And we must 
admit that they have succeeded in interesting 
the laity as well as the medical profession, even 
though the nature of the interest is entirely 
different in the two cases. On the desk of the 
writer are three requests for speakers on the 
subject of health insurance from very different 
organizations, a service club, a women’s club 
and a county medical society. It goes without 
saying that all of these requests must be com- 
plied with because each gives an opportunity to 
present the truth about health insurance and to 
answer some of the implications in the clever 
propaganda emanating from those wishing to 
make a change in the nature of medical care. 

It has been impossible for any individual to 
read all of the articles and editorials appearing 
in the press and magazines the past month. As 
a whole we feel that the editorial comment has 
been most fair, and that the majority of the 
same has been favorable to the present method 
of conducting the practice of medicine. We 
hope that all of you have read the comments, 
editorials and reprints appearing in the J. A. 
M. A. weekly. If you have failed to do so up 
to this time, please get out the last fiive or six 
and read them carefully. Especially read the 


reprint from the Chicago Tribune of August 2, 
1938. It is both interesting and instructive and 
coming from the Tribune it is as welcome as 
unusual. 

Medical Economics, the much _ discussed 
monthly magazine sent free to every physician 
in the United States, has an excellent article in 
the August issue on Page 32 on “Health In- 
surance, the Unknown.” ‘This magazine has al- 
ways been opposed to State Medicine and this 
editorial is most timely and presents a different 
manner of explaining some of the apparent dis- 
crepancies in the multiple polls being conducted 
by various agencies on the demand for health 
insurance. It would be interesting to know who 
pays for these surveys. The various interpreta- 
tions of such surveys show how dangerous figures 
can become in the hand of both friends and 
enemies. Paid propagandists can twist any poll 
figures to their desires. Any physician requested 
to fill out a questionnaire should be most care- 
ful in complying with the demand and in the 
event he decided to do so, should be doubly care- 
ful in the figures furnished and the opinions 
expressed. 

The July issue of Modern Medicine presents 
on page 52 the results of a survey made last 
Spring in which 16,711 physicians answered a 
questionnaire and expressed an opinion in re- 
gard to Socialized Medicine. We hope that all 
of you have found time to read this article. It 
is well presented and gives data by states, years 
of practice and type of practice. Without mak- 
ing any effort to summarize the results, which 
can be read easily in half an hour by those who 
are really interested in the subject, the outstand- 
ing fact is that two-thirds of the replies re- 
ceived from practicing physicians were opposed 
to the socialization of medicine. It is interest- 
ing to note that the greatest demand for the 
socialization of medicine, and of reform medical 
practice came from New York City. Some of 
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the same questions asked by the A. M. A. in 
its questionnaire are to be found in this one. 

Victor News of August, 1938, presents a con- 
cise resume of the proposals of the National 
Health Conference held in Washington last 
month. Those members of the medical profes- 
sion having this paper can read with great profit 
the article on the first page on this subject. It 
gives most of the pertinent facts presented at the 
Conference, upon some of which the action of 
the government is threatened and will probably 
serve as the basis of the attempt in the coming 
meeting of Congress to begin some sort of Health 
Insurance. In a recent speech the head of the 
government promised an expansion of the Social 
Security program and hinted that it might in- 
clude medical care. 

The writer was greatly disappointed that an 
article prepared for this column last month was 
omitted due to a misunderstanding between the 
writer and the editorial staff aided by poor postal 
delivery. We are going to print the same this 
month even though it may be a little stale by 
this time, because we feel that it is by far the 
best article on the subject that has come to our 
attention. Also it has served as the basis of 
a series of opinions from many individuals, both 
in and out of the profession, which have been 
published in the United States News the past 
month. This symposium has been on the fol- 
lowing questions: 

1. Is there need for reform in the system of 
medical care now available in this country ? 

2. If reform is needed, should it take the 
form of compulsory health insurance as a part 
of a Social Security System? 

3. Or should reform be based purely upon 
voluntary group insurance methods under con- 
trol of the medical profession itself? 

4, If voluntary group insurance is consid- 
ered inadequate, would a tax-supported system 
of insurance providing care for major illnesses 
and hospitalization be favored ? 

Many of the answers received evaded the ques- 
tions asked and expressed personal views on some 
of the questions or on other questions. However 
the majority answered to the best of their ability 
and gave frank opinions. A brief resume of 
these letters gave the following interesting facts. 
Condensing the question as to whether or not 
they were in favor of a drastic change in the 
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manner of conducting the practice of medicine, 
and then dividing the source of the letters into 
different groups according to professions, the 
following was found. 

Ten out of eighteen physicians, actively prac- 
ticing, were opposed to any change, four favored 
some change and four were noncommital. 

Two educators were in favor of a change. 

Three government officials were in favor of 
change, one opposed and one noncommital. 

Two social service workers were undecided. 

One editor was opposed, one in favor and two 
noncommital. 

Two judges were in favor of change. 

One clergyman was opposed. 

All ten of the letters from organized labor, 
regardless of the nature, were in favor of a 
change. All wanted the cost to be borne by the 
government and the employer. 

One of the best letters was that of Myron 
Weiss, Associate Editor of Time Newsweek 
Magazine, and I will take the liberty of repeat- 
ing the final paragraph: “There is no need for 
new forms of tax-supported insurance to be de- 
veloped. Practically every U. S. Community 
has tax supported methods of taking care of its 
helpless members or can develop such means. 
Let each man try to stand on his own feet. If 
we collectively make him prop himself up. with 
tax supported insurance, the arches of his char- 
acter are bound to weaken.” 

An editorial comment from the same paper 
on August 8 is as follows: “The government’s 
threat of anti-trust proceedings against organ- 
ized medicine causes a spirited discussion in the 
newspapers which are almost equally divided on 
the basic question—monopoly. Nearly all of 
the commenting editors agree that the medical 
societies should have power to enforce ethical 
standards, but some editors declare that such 
societies have encroached on the economic rights 
of individual physicians unfairly. Others insist 
that ethical standards cannot be enforced unless 
physicians are held to some uniformity in regard 
to remuneration and fees. 

The proposed Federal Anti-Trust investigation 
arises primarily out of “voluntary” insurance 
plans involving the employment of “contract” 
doctors by “corporations.” Commenting news- 
papers, delving into the roots of the controversy, 
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divide about equally in their stand. About half 
favor “socialized medicine, health insurance 
assisted by Federal taxation; the others insist 
such plans would prove futile because of the 
enormous expense involved.” 

From the above it is evident that the question 
is both far from being understood and settled. 
It is encouraging to know that so high a per- 
centage of the editors are at least favorably dis- 
posed toward the medical profession. Their aid 
in this problem is of the highest importance and 
value to the medical profession, for they mold 
public opinion to the greatest extent of any 
medium in the United States, not forgetting the 
radio with its bedtime stories. 

The approach of election of a United States 
Senator and Representatives in Congress from 
every district in Illinois in November should 
stimulate every member of the profession to 
insist on knowing the exact stand of the candi- 
date on this important problem of the medical 
profession—State Medicine. We should find out 
by looking up the record of any of those who 
are running for reelection and try to get a writ- 
ten expression of opinion from all the candi- 
dates.. Failure on the part of any candidate to 
make his position clear can only be interpreted 
that he is in favor of the proposal. In that case, 
it would seem that the members of the medical 
profession should oppose his election, regardless 
of the party label under which he is running. 
The future of the practice is of more importance 
to the medical profession of Illinois than the 
political affiliations of any candidate. We realize 
that promises are often broken, but when a 
candidate promises definitely, as we should try 
to get him to do, it is a little harder to explain 
failure to keep his word than it is to line him up 
after his election for two or six years. These 
are trying times and the medical profession 
would do well to take a lesson from the results 
attained by groups and blocs in the last few con- 
gresses. We must stand together and elect those 
who will aid us in our fight for the survival of 
what we believe to be best for the people of the 
United States. It is no disgrace to be defeated 
when fighting for the right. But to take it on 
the chin without standing up for the right is 


neither to be understood or condoned. 
E. S. Hamilton. 
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“SUBSIDIZED HEALTH” 
FEDERAL vs. PRIVATE MEDICINE 


With strokes as deft as a surgeon, the Na- 
tional Health Conference, which has just met in 
Washington for a three day conference at the 
behest of President Roosevelt, bared for the na- 
tion the issue of continued private medical prac- 
tice versus the so-called “Federalization” of 
medcine. 

The national health program, recommended 
by the Technical Committee on Medical Care 
to the President’s Interdepartmental Committee 
to Coordinate Health and Welfare Activities, 
offered a detailed survey of the deficiencies of 
present health services and called for increased 
Federal, State and local government expendi- 
tures to combat disease. 

But the one issue which seemed to hold the 
most attention of the delegates to the conference 
was subsidized health. 

With the 300 medical, labor, farm, social work 
and civic leaders split into two camps, one group 
led by the American Medical Association, fought 
for continued recognition of the present private 
practitioner, cash-payment and charity system; 
the other led by “rebel” A. M. A. members, labor 
and other organized groups, fought for the recog- 
nition of “State” medicine. 

In such a controversial forum, the mammoth 
$8,500,000,000 ten-year health program recom- 
mended by Government was relegated to the 
comparative quiet of future committees and dis- 
cussion groups. 

In essence the two major viewpoints repre- 
sented at the conference were as follows: 

1. Represented by Dr. Morris Fishbein, edi- 
tor of the Journal of the American Medical 
Association, which in general contended that 
necessary medical services to the public could be 
rendered through public and private clinics, 
medical associations and charity work. 

2. Representatives of organized labor and 
social work groups, which in general contended 
that only direct Government assistance could 
provide “adequate” medical service to the eco- 
nomically depressed body of the nation. 

In a message to the conference, President 
Roosevelt said in part: 

“We cannot do all at once everything that we 
should do. But we can advance more surely if 


Reprint from The United States News, July 25, 1988. 
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we have before us a comprehensive, long-range 
program, providing for the most efficient co- 
operation of Federal, State and local govern- 
ments, voluntary agencies, professional groups, 
mediums of public information and individual 
citizens. . . .” 

Here is how the President’s committee would 
set up the recommended $850,000,000-a-year 
front line defense against disease : 

1. An additional maximum annual expendi- 
ture of $250,000,000 for strengthening the pub- 
lic health services, combating tuberculosis, ven- 
ereal disease, malaria, pneumonia and cancer, 
and furthering mental and industrial hygiene. 

2. An additional maximum annual expendi- 
ture of $165,000,000 for expansion of maternal 
and child health services, as follows: care for 
mothers and newborn infants, $95,000,000; med- 
ical care for children, $60,000,000; services for 
crippled children, $10,000,000. 

3. <A ten-year program providing for 360,000 
additional beds in mental, tuberculosis and gen- 
eral hospitals, and the construction of 500 health 
and diagnostic centers in areas inaccessible to 
hospitals. Total annual cost over a ten-year 
period estimated at $146,000,000. 

4. Asserting that one-third of the population 
is without adequate medical care, the committee 
recommended that the Federal Government. 
through grants to States, help provide medical 
care for those already aided through the Social 
Security Act and those who are self-supporting 
but need medical care. It was proposed that this 
phase of the program begin with $50,000,000 in 
the first year and expand to a $400,000,000 
maximum. 

5. A comprehensive program to increase and 
improve medical services for the entire popula- 
tion, financed by general taxation or special 
assessments and specific insurance contributions 
from potential beneficiaries. 

6. Establishment of a temporary disability 
insurance against loss of wages during sickness. 

However, it was the subject of “socialized 
medicine” and general trends in that direction, 
which occupied the thoughts of most of the dele- 
gates to the conference. 

Dr. Fishbein, recognizing the medical needs 
“dramatized” at the conference, raised the ques- 
tion whether the program put forth would work. 
Tt was “not fair,” he declared, to say that medical 
care was the most important problem facing the 
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nation. In that, he took issue with the hub of 
the conference’s intent. What the American 
people need, he asserted, are “food, fuel, cloth- 
ing, shelter and a job with an adequate wage.” 
Given those, he added, medical care would take 
care of itself. 

From Dr. Robert Osgood, professor emeritus 
of the Harvard University School of Medicine, 
came this gentle warning: 

“Some of us have felt that neither the leaders 
of the association (A. M. A.) nor. the rank and 
file of its members have realized until recently 
the seriousness of the medical care situation of 
our country nor the challenge which organized 
medicine would be forced to meet. . . . Govern- 
ment and the public must help us. But if they 
try to take away such independence of action of 
the physicians as is dictated by their consciences 
we as physicians will fail them.” 

It was in an atmosphere of tense expectation 
then that Government spokesmen gingerly put 
forth their plan for a national health insurance 
system. Chairman Arthur J. Altmeyer of the 
Social Security Board, presiding, remarked “we 
have the feeling of embarking on an uncharted 
ocean in a rowboat without oars and with a com- 
pass that sticks.” 

At this point one delegate, aware of the 
analogy, remarked in an aside to a neighbor, 
“But Corrigan got to Ireland with a compass 
that stuck.” 

The plan as outlined by Dr. I. S. Falk, Social 
Security Board Consultant and a member of the 
Technical Committee on Medical Care, took as 
its thesis thd point that “Government must as- 
sume larger responsibilities than it has carried in 
the past if it is to help self-supporting people 
meet the problems of medical costs.” 

If effective medical services are to becortie a 
reality, Dr. Falk pointed out, “people of stnall 
means must be able to obtain these services with- 
out facing the costs at the time the services are 
needed. 

“Between the individuals or institutions 
equipped to serve the sick and the millions of 
people in need of their services stand barriers,” 
he said, “the most important of which is an eco- 
nomic wall which both groups are anxious to 
scale.” 

Here is how that “economic wall” may be 


surmounted as viewed by the President’s': Com- 


mittee with Dr. Falk as commentator: 
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Adequate medical care, purchased on an indi- 
vidual basis at a minimum rate, would cost on 
an average $76 a person a year. Costs of ade- 
quate medical and dental care through organized 
services to groups are estimated to be approxi- 
mately $25 a person a year. The Committee 
declared : 

“If medical care is to be made available to all 
families with small or modest incomes at costs 
they can afford, the costs must be spread among 
groups of people and over periods of time.” 

The Committee also pointed out that “. . . 
every sound arrangement to reduce the burdens 
created by variable sickness costs to the public 
operates to stabilize and increase the incomes of 
those who furnish the services.” 

Distribution of medical costs, the report con- 
tinued, may be effected through taxation to sup- 
port programs of public medical care or through 
insurance or through a combination of the two 
methods. Tax-supported public medical services 
now involve annual expenditures of about $500,- 
000,000 to $600,000,000. 

“A comprehensive system of health insurance, 
if considered as an alternative to tax-supported 
services,” the committee declared, “would call 
for total funds equal to 4 or 4% per cent. of 
income of the covered population, obtained from 
the direct contributions of insured persons with 
assistance from employers and Governments. 
Costs of health insurance do not represent new 
expenditures, it was stated, since the over-all 
cost is substantially what is already spent by 
individuals . . . health insurance would be pri- 
marily a method of substituting average for 
variable costs.” 

The Committee recommended that choice be- 
tween public medical services and health ‘nsur- 
ance or combinations of these two methods be 
made by the States after careful consideration 
of the circumstances within a State, the types of 
service needed and existing resources. 

In discussing its recommendations for Federal 
Action to develop programs of disability com- 
pensation, the Committee reported that on every 
average day from five to six millions are tem- 
porarily or permanently disabled by illness. 

“Temporary disability,” it was pointed out, 
“is much like temporary unemployment. Insur- 
ance against temporary disablement may be pat- 
terned after unemployment compensation. with 
repetitive registration at an employment office,” 
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Observers were in general agreement at the 
close of the conference, that the coming Session 
of Congress would once again become a battle- 
ground for social objectives—this time a far 
flung health campaign buttressed by Federal 
funds and a widespread health insurance pro- 
gram, in general patterned on the lines outlined 


above. 





Correspondence 





MEDICINE FOR THE UNDER- 
PRIVILEGED 


Chicago, August 15, 1938. 

To the Editor: The only thing gained by al- 
tering the present medical set-up is a feeling of 
good-will among the ignorant for the politician, 
who again, theoretically, is promising them 
something for nothing. 

The reason for the unnecessary deaths so often 
quoted is the lack of proper medical attention. 
Medical care is lacking in any given case be- 
cause they do not apply for it. They do not 
apply for it because of ignorance, superstition, 
religion, or false pride. 

Radio programs are arranged for an audience 
with a mental age of 12 years. Fan mail in- 
creases as the quality of the program decreases. 

The ignorant are gullible. They believe any- 
one who has a pleasant smile and an attitude of 
sympathy. Scientific medical attention is re- 
jected and the sympathetic cultist, who promises 
the most, takes over the case. 

The superstitious consults the stars and is ad- 
vised, for a fee, to rub his “warts” with a penny 
and throw the penny over his left shoulder. 
Months later his “wart” is found to be a metas- 
tasized skin cancer. 

The religious extends his blind faith in the 
metaphysical into the physical—considering it 
sacriligious to interfere by either preventing 
disease or taking physical measures to cure it, 
when it is a reality. 

False pride is amply demonstrated by the 
proud male who beats his chest and proclaims 
that Physical Culture is the thing and that doc- 
tors are only for weaklings. Then when a gnaw- 
ing pain develops in the pit of his stomach, he 
is ashamed to go to find out what is wrong until 
it is too late. 


Then there is the proud sophisticate, who 
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would not see any doctor except the well-known 
specialist that her neighbor brags of consulting 
—and she cannot afford the high fee her neigh- 
bor falsely claims she has paid. 

If we wish by law to stop unnecessary deaths, 
then: 

1. Disband all cults. 

%. Compel everyone to submit to all prophy- 
laxis known, such as vaccination and diphtheria 
injections. 

3. Make it a criminal offense to be ill and not 
consult a physician. 

4, Cease licensing unqualified physicians for 
a fee. 

5. Compel physicians to do postgraduate study 
every 5 years, 

J. ERNEST BREED, M. D. 





SUGGESTIONS TO ORGANIZED 
MEDICINE 

August 15, 1938. 
To the Editor: Judging by the present signs 
and symptoms, the disease of social uplifting at 
the “headquarters,” will be not be allowed, by 
the interested elements, to get weaker, or be 
abated, when the congress meets next winter. 
Therefore we should think of the coming elec- 
tions, when the candidates for both Houses of 
that legislative body will be available between 
now and the first part of November. 

1 was wondering, for quite a while, why the 
membership of organized medicine should not 
consider it worth while to get into closer con- 
tact with these candidates, by inviting them to 
the meetings of the county medical societies in 
this State, and all of the 48 States as well, 
Surely such a personal contact would be much 
more effective than all the telegrams sent in to 
these gentlemen at the time when the “house is 
on fire.” Why not practice the.well known fact, 
that prevention is much better and easier to 
apply, than cure. 

The medical profession at large, up to this 
time, shunned the so-called politics and_politi- 
cians, but it cannot be said that the opposite is 
true. If we have had a fair number of our 
membership in congress, during the last several 
decades, our cause would be, no doubt, consid- 
ered from a different point of view. In con- 
trast to this, the best example is the profession 
of law. We don’t hear about investigation of 
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the American Bar Association. Not much dan- 
ger there. 

Therefore, it seems to be high time to wake 
up and do a little preventive or missionary work, 
if you please, in this field. The time is ripe and 
the opportunity is here. With the apparent tur- 
moil and topsy-turvy conditions in the ranks of 
the majority party at the present time, I believe 
that great good could be accomplished during 
the next two months. I can’t see any reason 
why all of the gentlemen to be elected to con- 
gress next November, should not have an op- 
portunity to hear our side of the story. There 
is no question, that they hear enough, and more 
than enough, from the opposite side. 

We all know, that the campaign to socialize 
medicine in this country is in full swing at the 
present time. The interested elements are work- 
ing overtime to reach the goal. Therefore it 
seems to be no time to think, or say, that it is 
the duty of the State, or the National Medical 
Society to do something in this direction. It is 
up to the rank and file NOW to take active part 
in the struggle. And I mean now, not next year, 
or two years from now. Then it may be too late. 

F. J. MActeJEwsKI, M. D. 
Pres. LaSalle County Med. Soe. 





EDUCATIONAL COMMITTEE REPORT 


June, July, August, 1938 
AMERICAN MEDICAL ASSOCIATION: 


The exhibit of the Educational Committee created 
much favorable comment during the A.M.A. meeting. 
Officers from many states visited the exhibit and were 
interested in hearing about the Illinois program. Sam- 
ples of material which included press releases, lists of 
scientific programs and speakers, copies of radio talks, 
suggested topics for lay meetings, were depleted after 
the first three days of the exhibits. 

The Committee has been invited to present its ex- 
hibit at the Annual Meeting of the American Dental 
Association, St. Louis, week of October 23rd. _ 


MATERNAL WELFARE PROGRAMS: 


The Committee cooperated with the :county maternal 
welfare committees in securing speakers for public 
meetings and in giving publicity to these programs. 
Assistance of Parent Teacher Associations and wom- 
en’s clubs in the localities was sought. 

The office has cooperated in arranging post-graduate 
courses in obstetrics and pediatrics for six groups of 
medical societies. These programs will be completed 
before the first of the year. 

The office assisted the chairman of the Maternal 
Welfare Committee with special letters to secretaries 
and in preparing copies of the annual report of that 
Committee, 
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Secretary attended meeting of Maternal Welfare 
Committee in July. 

HAY FEVER: 

The Allergy Society worked with the Educational 
Committee in arranging an exhibit for the window at 
Marshall Field & Co. Mr. Durham of the Abbott 
Laboratories, Dr. Harry L. Huber and the Weather 
Bureau furnished the material for the display on HAY 
FEVER. 

Secured cooperation of Chicago newspapers in carry- 
ing the daily pollen count furnished by the Allergy 
Society. 

Special articles released to newspapers on the sub- 
ject of hay fever. 

COOPERATION WITH LAY ORGANIZATIONS: 

Special material outlining services of Educational 
Committee available to women’s clubs, prepared for the 
Public Health Chairman of the Illinois Federation of 
Women’s Clubs. Copies of this outline are being sent 
to five hundred individual clubs of Illinois. 

Letters, offering services of the Speakers’ Bureau, 
were sent to lay organizations. 

Suggested popular health topics for Handbook of the 
Chicago Community Forum Service. 

500—Copies of the reprint “A Lawyer Looks at 
Socialized Medicine” sent to prominent laymen of 
Illinois. 

Magazine CURRENT IDEAS asked the Committee 
to secure three popular health articles for publication. 
Due to lack of time, only one article was furnished 
this magazine. 

MEDICAL ORGANIZATIONS: 
Letters sent to Illinois hospitals offering to furnish 
them with material for their bulletin boards. Out of 
120 hospitals, 110 requested they be sent this material 
regularly. 
Material was furnished the director of medical pro- 
grams of radio station WILL in Urbana. 
Copies of radio talks were furnished Danville, Rock- 
ford, Decatur, Bloomington, East St. Louis, Spring- 
field. 
Information concerning the functioning of our 
Speakers’ Bureau sent to Executive Secretary of the 
Cincinnati Academy of Medicine. 
Information about the complete set-up of the Educa- 
tional Committee furnished California Medical Society. 
95—Notices mailed for Effingham County Medical 
Society. 

300—Notices mailed for Whiteside County Medical 
Society. 

157—Notices mailed for Randolph County Medical 
Society. 

262—Notices mailed for LaSalle County Maternal Wel- 
fare Meeting. 

505—Notices mailed for ist Councilor District Meeting. 

174—Notices mailed for Franklin County Medical 
Society. 

181—Notices mailed for Union County Medical Society. 

217—Notices mailed for Madison County Medical 
Society. 

216—Notices mailed for Shelby County Medical Society. 
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150—Notices mailed for DeWitt County Medical 
Society. 

FIELD’S WINDOW: 

Three displays were presented during the summer, 

“Hobbies and Health” 
“Popular Medical Fallacies” 
“Hay Fever” 

SCIENTIFIC SERVICE COMMITTEE: 

Letter sent to secretaries and presidents of all county 
medical societies offering services of the Scientific Serv- 
ice Committee in arranging individual programs or 
series of programs and practical clinics. 

Programs arranged for DuPage, Schuyler, Cham- 
paign, Madison, Kane, Effingham, Marion, Montgom- 
ery, Lee-Whiteside, Rockford, and Randolph County 
Medical Societies. 

Offered a special “Obstetric and Pediatric Inter- 
view” to Henry County Medical Society for September. 
Letters were sent to 450 physicians asking them to send 
in questions they might like to have presented in these 
two fields. These questions were turned over to the 
speakers who will build the program around them, thus 
giving the doctors the practical information they want. 
SPEAKERS’ BUREAU: 

27—Speaking appointments during summer months as 
follows: 

Rotary Club—Charleston—Socialized Medicine. 

Lay meeting—-Schuyler County, Rushville—‘Pre- 
natal Care.” 

Kiwanis Club—Danville—Maternal Welfare. 

Lay meeting—Ridgway—Prenatal Care. 

Lay meeting—Viola—Prenatal Care. 

Lay meeting—New Windsor—Maternal Welfare. 

Kiwanis Club—Clinton—Syphilis. 

Farm Youth—Princeton—Good Health. 

Lay group—Alton—Maternal Welfare. 

Lay meeting—Benton—Maternal Welfare. 

Lay meeting—Shelbyville—Maternal Welfare. 

Rotary Club—Wilmington—The Man Past Forty. 

Lay meeting—Anna—Maternal Welfare. 

Household Science Club—Mineral—Medical  Fal- 
lacies. 

Lay meeting—Clinton—Maternal Welfare. 

Kiwanis Club—Freeport—Medical Fallacies. 

Lions Club—Fisher—Rabies. 

Parent Education Group—Chicago—Happy  Child- 
hood. 

Rotary Club—Casey—Socialized Medicine. 

Knife & Fork Club—Naperville—Socialized Medicine 
(2 speakers). 

Rotary Club—Freeport—Life Line Versus Waist 
Line. 

Rotary Club—Staunton—Socialized Medicine. 

Kiwanis Club—Danville—Medical Fallacies. 

Civic League—Bunker Hill—Cancer. 

Kiwanis Club—EI Paso—Good Health. 

Neighborhood Club—Chicago—Sanitation. 

RADIO PROGRAMS: 

Three programs every week during the summer 
months over stations WJJD and WAAF—total of 39 
programs covering 6% hours of time. 
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The Secretary had a conference with the Public Re- 
lations Director of Radio Station WJJD and drew up 
some plans for future programs over this station which 
will be submitted to the Educational Committee at the 
next meeting. 

He stated that they had always appreciated the 
splendid cooperation of the Illinois State Medical Soci- 
ety and had no complaints to make—which they had 
of most other groups who were given time for educa- 
tional programs. He hopes that with the aid of the 
Educational Committee the two weekly health pro- 
grams may become the outstanding feature of that 
station. 

PRESS RELEASES: 

60—Monthly health columns to newspapers. 
1,144—Weekly health columns to Illinois papers. 

187—Releases to Chicago papers. 
1,560—Editorial articles to Illinois papers. 

48—Releases Logan County Maternal Welfare Meet- 
ing. 

40—Releases DeWitt County Maternal Welfare 

Meeting. 
49—Releases 1st Councilor District Meeting. 
42—Releases. Madison County Maternal Welfare 
Meeting. F 

35—Releases Shelby County Maternal Welfare Meet- 

ing. 

16—Releases Union County Maternal Welfare Meet- 

ing. 

24—Releases Franklin County Maternal Welfare 

Meeting. 

50—Releases Whiteside County Medical Meeting. 

11—Releases Effingham County Medical Meeting. 

Articles written and approved on 

Pallor or Tan. 

Night Blindness. 

Dog Days. 

Hay Fever Time. 

Summer Duties. 

A Health Service Inventory. 

Baby in Summer Time. 

Can Hay Fever Be Eradicated. 

Do You Know About Typhoid? 

The Healthy Child. 

Undulant Fever. 

How Is. Their Vision? 

Safety First! 

Autopsy or Postmortem Examination. 

Hot Weather Hygiene. 

The Bronchoscope. 

The Honor Roll. 

Appendicitis. 

“Winter Complaint.” 

SPECIAL MAILING LIST: 

8,406—Releases to Home Advisers, Health Chairmen, 
W.P.A. Teachers, schools, Red Cross, etc. 

1,560—Releases to public libraries. 

550—Releases to hospitals. 

500—Releases on State Medicine. 

Jean McArthur. 
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INTERNATIONAL MEDICAL ASSEMBLY 
INTER-STATE POSTGRADUATE MEDICAL 
ASSOCIATION OF NORTH AMERICA 


October 31, November 1, 2, 3, 4, 1938 
PHILADELPHIA, PENNSYLVANIA 


PROGRAM 
Monday, October 31 
8:00 A. M. 


Diagnostic Clinic: Acute Coronary Occlusion. 

Dr. G. Harlan Wells, Professor and Head of the 
Department of Medicine, Hahnemann Medical Col- 
lege and Hospital of Philadelphia, Philadelphia, 
Pennsylvania. 

Diagnostic Clinic: The Significance of Low Back Pain. 
Dr. Frank R. Ober, Assistant Dean and John B. 
and Buckminister Brown, Clinical Professor of 
Orthopedic Surgery, Harvard University Medical 
School, Boston, Massachusetts; Professor of Ortho- 
pedic Surgery, University of Vermont Medical 
School, Burlington, Vermont. 

Diagnostic Clinic: Present Status of the Treatment 

of Hirschprung’s Disease. 
Dr, Fred Rankin, Lexington, Kentucky. 
Intermission for Review of Exhibits 

Diagnostic Clinic: Hydronephrosis. 

Dr. Herman L. Kretschmer, Clinical Professor of 
Surgery (Genito-Urinary), Rush Medical College, 
University of Chicago, Chicago, IIlinois. 
Diagnostic Clinic: The Significance of Jaundice. 
Dr. Henry A. Christian, Hersey Professor of the 
Theory and Practice of Physic, Harvard University 
Medical School, Boston, Massachusetts. 
NOON INTERMISSION 
1:00 P. M. 

Chalk Talk: Trauma of the Larynx. 

Dr. Chevalier Jackson, Honorary Professor of 
Broncho-Esophagology, Temple University School of 
Medicine, Philadelphia, Pennsylvania, 

Diagnostic Clinic: Postoperative Complications. 

Dr. Elliott C. Cutler, Moseley Professor of Surgery, 
Harvard University Medical School, Boston, Massa- 
chusetts. 

Diagnostic Clinic: The Treatment of Anemia. 

Dr. Russell L. Haden, Cleveland Clinic, Cleveland, 
Ohio. 

Address: Practical Thyroid and Pituitary Therapy in 
Problems of Aberrant Growth and Development. 
Dr. E. Kost Shelton, Associate Clinical Professor of 
Medicine, University of Southern California School 

of Medicine, Los Angeles, California. 
Intermission for Review of Exhibits 
Address: Syndromes of Gall Bladder Disease—Surgi- 
cal Management, 
Dr. William D. Haggard, Professor of Clinical Sur- 
gery, Vanderbilt University School of Medicine, 
Nashville, Tennessee. 
Address: The Therapeutic Value of Blood Transfu- 
sions, 
Dr. Cyrus C. Sturgis, Professor of Internal Medi- 
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cine, University of Michigan Meedical School, Ann 
Arbor, Michigan. 

Address: The Surgical Management of Brain Tumors. 
Dr. Alfred W. Adson, Professor of Neurosurgery, 
Mayo Foundation Graduate School of the University 
of Minnesota. Senior Neurosurgeon of the Mayo 
Clinic, Rochester, Minnesota. 

DINNER INTERMISSION 
7:00 P, M. 

Address: Obscure Fevers as Diagnostic Problems. 
Dr. George Blumer, David P. Smith, Clinical Pro- 
fessor of Medicine, Yale University School of Medi- 
cine, New Haven, Connecticut. 

Address: Treatment of Fracture Dislocations of the 
Cervical Vertebrae by Skeletal Traction and 
Fusion. 

Dr. William G. Turner and Dr. William Cone, De- 
partment of Neurosurgery and Orthopedics, McGill 
University, the Montreal Neurological Institute, and 
the Royal Victoria Hospital, Montreal, Quebec, 
Canada. 

Address: Complications of Pregnancy. 

Dr. Nicholson J. Eastman, Professor of Obstetrics, 
Johns Hopkins University School of Medicine, Balti- 
more, Maryland, 

Address: Acute Pancreatitis. 

Dr. Eldridge L. Eliason, Professor of Surgery, Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, Pennsylvania, and Dr. William H. Erb by 
invitation. 

Address: The Factors Influencing Operability and 
Mortality in Carcinoma of the Large Bowel. 

Dr. Richard B. Cattell, Lahey Clinic, Boston, Massa- 
chusetts. 
Tuesday, November 1 
8:00 A. M. 

Diagnostic Clinic: Diagnostic Significance of Pain. 

Dr. Frederick J. Kalteyer, Clinical Professor of 
Medicine, Jefferson Medical College of Philadelphia. 
Philadelphia, Pennsylvania. 

Diagnostic Clinic: Thyroid Diseases. 

Dr. Robert S. Dinsmore and Dr. A. Carlton Ern- 
stene, Cleveland Clinic, Cleveland, Ohio. 

Diagnostic Clinic: Chronic Disease of the Liver. 

Dr. Charles A. Elliott, Professor of Medicine, North- 
western University Medical School, Chicago, Illinois. 
Intermission for Review of Exhibits _ 

Diagnostic Clinic: Clinical Significance of a Lump in 
the Breast. or : 

Dr. Edmond M. Eberts, Professor of Surgery, McGill 
University Faculty of Medicine, Montreal, Quebec, 
Canada. 

Diagnostic Clinic: Obstruction of the Neck of the 

Bladder in Men. 
Dr. William E. Lower, Cleveland Clinic, Cleveland, 
Ohio. 
NOON INTERMISSION 
£0: Pak. 

Diagnostic Clinic: Tic Douloureux. 

Dr. Howard C, Naffziger, Professor of Surgery, 
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University of California Medical School, San Fran- 
cisco, California. 
Therapeutic Clinic: 
and Edema. 
Dr. James H. Means, Jackson Professor of Clinical 
Medicine, Harvard University Medical School, Bos- 

ton, Massachusetts. 
Address: The Diagnosis and Treatment of Periph- 
eral Nerve Injuries. 
Dr. Loyal Davis, Professor of Surgery, Northwestern 
University Medical School, Chicago, Illinois. 
Address: Immediate and Ultimate Prognosis in Heart 
Disease. 

Dr. Paul D. White, Lecturer in Medicine, Harvard 
University Medical School, Boston, Massachusetts. 
Intermission for Review of Exhibits 
Address: Diagnosis and Treatment of Bronchogenic 

Carcinoma. 
Dr. Arthur C. Christie, Professor of Clinical Radiol- 
ogy, Georgetown University School of Medicine, 
Washington, D. C. 
Address: Gastroscopy as an Aid in Diagnosis. 
Dr. Chevalier L. Jackson, Professor of Broncho- 
Esophagology, Temple University School of Medi- 
cine, Philadelphia, Pennsylvania. 
Address: Adenomatous Thyroid With and Without 
Hyperthyroidism—Medical and Surgical Aspects. 
Dr. Charles W. Mayo, Assistant Professor of Sur- 
gery, and Dr. Samuel F. Haines, Assistant Professor 
of Medicine, University of Minnesota Graduate 
School of Medicine, Mayo Clinic, Rochester, Minne- 
sota. 


The Treatment of Dehydration 


DINNER INTERMISSION 
7:00 P. M. 
Address: Diagnosis and Treatment of Carcinoma of 
the Fundus of the Uterus. 
Dr. Floyd E. Keene, William Goodell, Professor of 
Gynecology, University of Pennsylvania School of 
Medicine, Philadelphia, Pennsylvania. 
Address: The Present Status of Our Knowledge of 
Anterior Poliomyelitis. 
Dr. John C. Gittings, William H. Bennett, Professor 
of Pediatrics, University of Pennsylvania School of 
Medicine, Philadelphia, Pennsylvania. 
Address: The Diagnosis and Treatment of Spleno- 
megaly. ” 
Dr. Allen O. Whipple, Valentine Mott, Professor of 
Surgery, Columbia University College of Physicians 
and Surgeons, New York, New York. 
Address: Neoplasms of the Stomach; Correlation of 
Roentgenological and Clinical Aspects. 
Dr. Fred J. Hodges, Professor of Roentgenology, 
University of Michigan Medical School, and Dr. 
Robert M. Bartlett, Instructor in Department of 
Surgery, University of Michigan Medical School, 
Ann Arbor, Michigan. 
Address: The Use of Spinal Anesthesia. 
Dr. Thomas H. Russell, Professor of Clinical Sur- 
gery, New York Postgraduate Medical School, 
Columbia University, Executive Officer and Director 
of Department of Surgery, New York Postgraduate 
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Medical School and Hospital, New York, New York. 


Wednesday, November 2 
8:00 A. M. 

Diagnostic Clinic: Diagnosis and Treatment of Spinal 
Cord Tumors. 

Dr. Walter E. Dandy, Adjunct Professor of Neu- 
rological Surgery, Johns Hopkins University School 
of Medicine, Baltimore, Maryland. 

Diagnostic Clinic: Differential Diagnosis of Acute 
Abdominal Disease. 

Dr. Claude F. Dixon, Associate Professor of Sur- 
gery, University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 

Diagnostic Clinic: Diabetes Mellitus from an Endo- 
crinological Viewpoint. 

Dr, Elliott P. Joslin, Clinical Professor of Medicine, 
Harvard University Medical School, Boston, Massa- 
chusetts. 

Intermission for Review of Exhibits 

Diagnostic Dermatological Clinic: 

Dr. Oliver S. Ormsby, Clinical Professor of Der- 
matology, Rush Medical College, University of Chi- 
cago, Chicago, Illinois. 

Diagnostic Clinic, Treatment of Complicated Colles 
Fractures. 

Dr. William Darrach, Dean Emeritus and Professor 
of Clinical Surgery, Columbia University College of 
Physicians and Surgeons, New York, New York. 
NOON INTERMISSION 
1:00 P. M. 

Diagnostic Clinic: The Indications, Contraindications, 
and End Results in the Surgical Treatment of 
Essential Hypertension. 

Dr. George Crile, Cleveland Clinic, Cleveland, Ohio. 

Address: Hyperpyrexia by Physical Agents; Technic, 
Indications and Results, 

Dr. John S. Coulter, Associate Professor of Physical 
Therapy, Northwestern University Medical School, 
Chicago, Illinois. 

Address: Clinical Significance of Hematuria. 

Dr. William F. Braasch, Professor of Urology, Uni- 
versity of Minnesota Graduate School of Medicine, 
Mayo Clinic, Rochester, Minnesota. 

Address: A Medical Appraisal of the Surgery of Pul- 
monary Tuberculosis. 

Dr. William S. Middleton, Dean and Professor of 
Medicine, University of Wisconsin Medical School, 
Madison, Wisconsin. 

Intermission for Review of Exhibits 

Address: The Clinical Use of Sulfanilamide in Infec- 
tious Diseases. ~~. 

Dr. Perrin H. Long, Associate Professor of Medi- 
cine, Johns Hopkins University School of Medicine, 
Lecturer in Epidemiology, Johns Hopkins School of 
Hygiene and Public Health, Associate Physician 
Johns Hopkins Hospital, Baltimore, Maryland. 

Address: Acute Appendicitis; Management and Mor- 
tality. 

Dr. George P. Muller, Professor of Surgery, Jeffer- 
son Medical College, Philadelphia, Pennsylvania, 
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Address: Injuries to the Heart, Stab Wounds, and 
Contusions. 


Dr. Claude S. Beck, Associate Professor of Surgery, 
Western Reserve University School of Medicine, 
Cleveland, Ohio. 

Address: Improvements in Methods of Abdominal 

Drainage. 

Dr. W. Wayne Babcock, Professor of Surgery and 
Clinical Surgery, Temple University School of Medi- 
cine, Philadelphia, Pennsylvania, 


ASSEMBLY DINNER 
7:00 P. M. 
Addresses by distinguished citizens of the world. 
Thursday, November 1 
8:00 A. M. 


Diagnostic Clinic: Role of Diseases of the Sinuses to 
General Medicine. 
Dr. Robert. F. Ridpath, Professor of Laryngology 
and Rhinology, Temple University School of Medi- 
cine, Philadelphia, Pennsylvania. 

Diagnostic Clinic: The Significance of Enlargement 

of the Abdomen in Children. 
Dr. Irvine McQuarrie, Professor of Pediatrics, Uni- 
versity of Minnesota Medical School, Minneapolis, 
Minnesota. 

Diagnostic Clinic: The Diagnosis of Bone Lesions. 
Dr. Dean Lewis, Professor of Surgery, Johns Hop- 
kins University School of Medicine, Baltimore, 
Maryland. 


Intermission for Review of Exhibits 


Diagnostic Clinic: Non-Organic Disorders of the 
Digestive Tract. 
Dr. Alfred Stengel, Professor of Medicine, University 
of Pennsylvania School of Medicine, Philadelphia, 
Pennsylvania. 
Diagnostic Clinic: Somatic Complaints in the Neuroses : 
Case Presentations. 
Dr. Peter T. Bohan, Professor of Clinical Medicine, 
University of Kansas School of Medicine, Kansas 
City, Missouri, 
NOON INTERMISSION 
1:00 P. M. 

Diagnostic Clinic: Immediate Care of Fractures. ; 
Dr. Clay Ray Murray, Associate Professor of Sur- 
gery, Columbia University College of Physicians and 
Surgeons, New York, New York. 

Diagnostic Clinic: Hodgkin’s Disease. 

Dr. Warfield T. Longcope, Professor of Medicine, 
Johns Hopkins Univerity School of Medicine, Balti- 
more, Maryland. 

Address: Immediate Versus Delayed Surgery in the 

Treatment of Acute Diseases of the Gall Bladder. 
Dr. Charles Gordon Heyd, Professor of Clinical 
Surgery, New York Postgraduate Medical School, 
Columbia University, New York, New York. 

Address: The Management of Peritonitis. 

Dr. Vernon C. David, Clinical Professor of Surgery, 
Rush Medical College, University of Chicago, Chi- 
cago, Illinois, 
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Intermission for Review of Exhibits 

Address: Osteomyelitis of the Frontal Bone. 

Professor Dr. v, Eicken, Department of Otolaryng- 
ology, Medical Faculty University of Berlin, Berlin, 
Germany, 

Address, The Object and the Value of Preoperative 
and Postoperative X-ray Treatment in Carcinoma 
of the Breast. 

Dr. George EE. Pfahler, 
University of Pennsylvania Graduate School of Med- 
icine, Philadelphia, Pennsylvania. 

Address: Subtemporal Decompression ; 
and Surgical Technique. 

Dr. Eric Oldberg, Protessor and Head of the De- 
partment of Neurology and Neurological Surgery, 
University of Iinois College of Medicine, Chicago, 
Illinois. 

Address : 
Analysis of 1000 Herniotomies. 

Dr. John J. Moorhead, Professor of Clinical Surgery, 


New Vork Postgraduate Medical School, Columbia 


University, New York, New York. 


DINNER INTERMISSION 
7:00 P. M. 


Professor of Radiology, 


Indications 


Relation of Trauma to Inguinal Hernia; 


Address: Classification and Treatment of the Epilep- 
sies. 
Dr. Wilder Penfield, Professor of Neurology and 
Neurosurgery, McGill University Faculty of Medi- 
cine; Director of Montreal Neurological Institute, 
Montreal, Canada. 
Address: The Clinical Significance of Retinal Changes 
in Arterial Hypertension. 
The Joseph Schneider Foundation Presentation, 
Dr. Walter I. Lillie, Professor of Ophthalmology, 
Temple University School of Medicine, Philadelphia, 


Pennsy)vania. 
\ddress: The Prognosis and Treatment of Rheumatic 


Heart Disease. 

Dr. Fred M. Smith, Professor of Theory and Prac- 
tice of Medicine, State University of [owa College 
of Medicine, lowa City, lowa. 

Address; Psychotherapy in General Medicine. 
Dr. Clarence B. Farrar, Professor of Psychiatry, 
University of Toronto Faculty of Medicine, Toronto, 
Canada. 

Address: Pellagra. 
Dr. John H. Musser, Professor of Medicine, Tulane 
University of Louisiana School of Medicine, New 
Orleans, Loutstana. 

Friday, November 4 


8:00 A. M. 


Diagnostic Clinic: Carcinoma of the Larynx with Spe- 
cial Reference to End Results. 
Dr. Louis H. Clerf, Professor of Laryngology and 
Bronchoscopy, Jefferson Medical College, Philadel- 
phia, Pennsylvania. 


Diagnostic Clinic: Compressed Fractures of the Ver- 


tebrae. 


Dr. Hubley R. Owen, Professor of Clinical Surgery, 


Woman's Medical College of Pennsylvania, Philadel- 
phia, Pennsylvania. 
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Diagnostic Clinic: The Management of Gastric and 
Duodenal Ulcer, Jejunal Ulcer, and Gastrojejuno- 
colic Fistula. 

Dr. Frank Lahey, Lahey Clinic, Boston, Massachu- 
setts. 
Intermission for Review of Exhibits 

Diagnostic Clinic: The Differential Diagnosis of Dis- 
eases of the Chest and Abdomen. 

Dr. David Riesman, Emeritus Professor of Clinical 
Medicine and Professor of History of Medicine, 
University of Pennsylvania School of Medicine, Phil- 
adelphia, Pennsylvania. 

Diagnostic Clinic: Diagnosis and Treatment of Ob- 
structive Lesions of the Colon. 

Dr. John F. Erdmann, Attending Surgeon, 
York Postgraduate Medica) School, New York, New 
York. 


New 


NOON INTERMISSION 
4200 PB. MM. 


Diagnostic Clinic: Treatment of Fractures of the Neck 
of the Femur by Internal Fixation. 
Dr. M. N. Smith-Petersen, Clinical Professor of 
Orthopedic Surgery, Harvard University Medical 
School, and Chief of Orthopedic Service, Massachu- 
setts General Hospital, Boston, Massachusetts. 
Diagnostic Clinic: Complications Following Surgery 
of the Biliary Tract. 
Dr. Waltman Walters, Professor of Surgery, Uni- 
versity of Minnesota Graduate School of Medicine, 
Mayo Clinic, Rochester, Minnesota. 
Address: The Present Status of Our Knowledge of 
the Suprarenal Cortical Hormone. 
Dr. George A. Harrop, Director of Research, E. R. 
Squibb & Sons, New Brunswick, New Jersey. 
Address: Obstruction of the Neck of the Bladder in 
Woman. 
Dr. Hugh H. Young, Professor of Urology, Johns 
Hopkins University School of Medicine, Baltimore, 
Maryland. 
Intermission for Review of E.xhibits 


Address: Studies in Growth—Precocious and Ma- 


lignant. 
Dr. Leonard G. Rowntree, Director, Philadelphia [n- 
stitute for Medical Research, Philadelphia, Penn- 
sylvania. 

Address: Trauma of the Abdomen. 

Dr. Arthur R. Metz, Associate Clinical Professor of 
Surgery, Rush Medical College, University of Chi- 
cago, Chicago, Illinois. 

Address: Influenzal Pneumonias: Observations on 
Their Pathological Features and Clinical Charac- 
teristics. 

Dr. Robert G. Torrey, Professor of Medicine, Wom- 
an’s Medical College of Pennsylvania, Philadelphia, 
Pennsylvania, 

Address: The Treatment of Bronchiectasis. 

Dr. Edward D, Churchill, John Homans Professor 

Medical 


of Surgery, Harvard University School, 


Boston, Massachusetts. 
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UNDULANT FEVER ON INCREASE 
According to a report from the State Board of 
Health there has been up to August first this year 98 
cases of Undulent Fever reported in Illinois, consid- 
erably more than in the corresponding period of any 
previous year. The nearest approach to the reported 
incidence this year was in 1935 when 89 cases were 
recorded up to August 1 and 144 for the full year. 

Four epidemic foci have appeared this year, Wood- 
ford County with 90 cases, Tazewel) with 7 and Mont- 
gomery and Ogie with 6 each. The other cases were 
distributed in 37 counties, located in all parts of the 
State. 

Undulant fever is a highly disabling disease of rel- 
atively long dvrration transmitted to man from infected 
animals, usually cattle or swine. In animals the dis- 
ease is commonly known as contagious abortion. It 
reaches man mainly through three channels—(1) the 
drinking of raw milk from infected cattle, (2) close 
contact with infected animals and (3) the handling of 


carcasses of slaughtered infected animals. The first 
two are of about equal importance and are responsible 


for the bulk of cases. 

A lingering disease characterized by recurrent fever, 
malaise, headache, profuse sweating, neuralgic pains, 
possibly swelling of the joints and enlargement of the 
spleen, about 1 in 20 cases of undulant fever terminates 
fatally. Duration of illness varies from a few weeks 
to several years but is usually about 3 months, 

Pasteurization is the most readily available method 
of preventing those cases that are spread through milk, 


The elimination by slaughter of infected animals ap- 
pears to be the only practicable method of permanently 
controlling the disease. Skin reaction tests show up 
infection in animals. The State Department of Agri- 
culture is prepared to test herds free of local costs 
provided the owners agree to dispose of positive reac- 
tors and purchase only negative reactors in the future 
when adding to herds. The Federal government will 
indemnify herd owners up to $25 per head for common 
cattle and up to $50 per head for registered cattle for 
losses sustained in the sale of slaughtered cattle at 
prices below appraised values. 

Diagnosis of undulant fever in humans is frequently 
difficult, since this illness may be similar to malaria, 
typhoid fever or tuberculosis. Laboratory testing of 
blood specimens from patients is helpful in diagnosis. 
Blood specimens can be tested in three different ways, 
one of these tests requiring fresh blood. There is also 
a skin test of considerable reliability. The blood tests 
will be done on request in the diagnostic laboratories 


of the State Department of Public Health. 
ILLINOIS ASSOCIATION FOR THE CRIPPLED 


The Second Annual Meeting of the Illinois Associa- 
tion for the Crippled will be held at the Knickerbocker 
Hotel, Chicago, September 15, 1938. The Annual Busi- 
ness Meeting and election of officers and directors will 
be held at 10:00 A. M. 

The outstanding feature of the day’s program will 
be the Juncheon. An authority on Public Welfare 





Administration will analyze the present status of our 
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necessary legislative 
coordination and = im- 


State program and 
changes to bring about 
proved services. 

Mr. Paul King, President of the International So- 
ciety for Crippled Children, will be an honor guest 
and speaker at the luncheon. A round table confer- 
ence of workers for the crippled will be held in the 


afternoon. 
A proposed legislative program will be discussed 


suggest 
better 


and it 1s hoped that everyone in any way interested 
in the: work for crippled children and handicapped 


adults will be there. 


Among the subjects to be discussed at the afternoon 
conference are: 

1. What changes are necessary in our present law 
io give an adequate education to crippled children in 
Illinois ? 

2. How can we bring about a better coordination 
ot the work of the State and private agencies? 

3. What can be done to provide remunerative em- 


ployment for cripples who cannot find work in private 
industry? Is sheltered workshops the answer? If so, 


how should they be organized and conducted ? 

4. What can be done to provide physical care and 
treatment for cripples beyond the age of twenty-one? 

5. What of the cripple who needs continuous in- 
stitutional care? Should the State provide for them? 

The Annual Meeting will be held in conjunction 
with the Administrative Council Meeting of the Inter- 
national Society for Crippled Children and workers 
for crippled children in all parts of the United States 
and Canada wil) be in attendance. 

Remember the date—Se ptember 15th—Knicker- 
bocker Hotel, 163 East Walton Place, Chicago. 

The luncheon will be $1.25 per plate. An early reser- 
vation will be appreciated. Send this to the Illinois 
Association for the Crippled, 35 East Wacker Drive, 


Chicago—or ‘phone CENtral 8624. 





MACOUPIN COUNTY SOCIETY 

The Macoupin County Medical Society will hold their 
next regular meeting Tuesday evening, September 27, 
1938, at the Elillside Country Club, Carfinvi'ls, Illinois, 
at 7 p.m. The program for the evening wil) be pre- 
sented by members of the staff of the Mayo Clinic, 
Rochester, Minnesota. Doctor C. H. Slocumb will talk 
on “Diagnosis and treatment of the more common 
forms of arthritis.” Doctor H. W. Schmidt. will talk 
on “The Use of the Bronchoscope, Esophagosope, and 
Gastroscope as diagnostic procedures.” 

The Macoupin County Medical Society extends an 
invitation to all of the members of the neighboring 
Medical Societies to attend this interesting meeting. 





AMERICAN BOARD OF INTERNAL 


MEDICINE, INC. 
Written examinations for certification by the Ameri- 


can Board of Internal Medicine will be held in various 
parts of the United States on Monday, October 17, 
1938, and on Monday, February 20, 1939. 


Formal application must be received by the Secre- 


tary before September 15, 1938, for the October, 1938, 
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examination, and on or before January 1 for the Feb- 
ruary, 1939, examination. it 

Application forms may be obtained from William S., 
Middleton, M. D., secretary-treasurer, 1301 Univer- 
sity Avenue, Madison, Wisconsin, U. S. A. 





THE AMERICAN CONGRESS ON OBSTETRICS 


AND GYNECOLOGY 
The first American Congress devoted to a consider- 


ation of medical, nursing and other problems asso- 

ciated with human reproduction will be held in Cleve- 

land, Ohio, from September 11 to 15, 1939, inclusive. 

It will be designated as The American Congress on 

Obstetrics and Gynecology. The promotion and spon- 

sorship of The Congress has been delegated to the 

American Committee on Maternal Welfare, Inc. The 

latter includes the following organizations in its mem- 

bership: 

American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons. 

American College of Surgeons, 

American Gynecological Society. 

American Hospital Association, 

American Nurses Association. 

American Protestant Hospital Association 

American Medical Association Section on Obstetrics 
and Gynecology. 

American Public Health Association. 

Central Association of Obstetricians and Gynecologists. 

Chicago Maternity Center. 

Maternity Center Association of New York, 

National Medical Association. 

National League of’ Nursing, 

National Organization for Public Health Nursing. 

New England Obstetrical and Gynecological Society. 

Pacific Coast Society of Obstetrics and Gynecology. 

Southern Medical Association. 

U. S. Bureau of the Census. 

U. S. Children’s Bureau. 

U. S. Public Health Service, 

The purpose of this Congress is to afford opportu- 
nities for discussing and publicising the problems asso- 
ciated with human reproduction and the health of 
women and new born babies. The value of more 
generally disseminated knowledge about the processes 
and problems of human reproduction and of the special 
diseases of the female generative organs and the new 
born is important in the maintenance of public health 
and therefore the interest of woman’s welfare extends 
not only to the medical profession but to associated 
groups, iricluding nurses, public health officials, hos- 
pital administrators, eugenists and many others. 

National, sectional and local specialist societies have 
approved the Congress and have made contributions 
for its support. It is desired that a wider represen- 
“tation be secured through the medium of contributing 
memberships, the cost of which has been placed at 
five dollars. Application may be made at the office 
oi the Congress, 650 Rush Street, Chicago, Illinois. 
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CALCIUM METABOLISM AND TEETH 

Isaac Schour, Chicago (Journal A. M. A., March 
19, 1938), points out that it is important to distinguish 
between the adult tooth, which is essentially completed 
in formation and calcification and is fully erupted, and 
the tooth that is still in a growing and formative 
stage. The biologic reaction of the tooth naturally 
varies with the different periods of its life span. Pres- 
ent evidence establishes the fact that the adult and 
fully erupted tooth is as a whole not subject to modi- 
fication in structure or calcification by changes in cal- 
cium metabolism. The calcium content of dentin may be 
slightly increased with age by secondary calcification, 
However, unlike bone, enamel and dentin are not store- 
houses of calcium and are not subject to withdrawal, 
Present evidence has not established a correlation be- 
tween calcium metabolism and caries and offers no 


factual basis for the view that the incidence of caries 
is increased because of the metabolic changes that oc- 
cur during pregnancy. Clinical and statistical evidence 
shows a similar incidence of caries in pregnant women 
and in nonpregnant women of corresponding age. The 
indications are that the response of the growing and 
calcifying tooth to changes in calcium metabolism in- 
duced by endocrine factors and vitamin and other die- 
tary factors is characteristic and to some extent 
pathognomic because the calcifying dental tissues are 
uniquely specialized and sensitivé structures. Most of 
the evidence on the delicate, accurate and prompt re- 
sponse of the calcifying tooth to calcium disturbances 
is derived from data obtained from animal experimen- 
tation, especially on the incisor of the rat, which is 
a tooth of continuous growth. Nevertheless, recent re- 
sults of studies on human beings indicate that human 
teeth are also very sensitive and possess similar kymo- 
graphic qualities. The kymographic qualities of human 
teeth facilitate the analysis of the calcification pattern 
of teeth and constitute the basis for tooth ring analysis 
as an aid in the assessment of health and disease.. The 
employment of calcium therapy in dentistry is not jus- 
tifiable. There is no evidence to show that alterations 
in calcium metabolism give rise to oral or dental dis- 
turbances without producing other systemic symptoms. 
When systemic manifestations are present, the respon- 
sibility for calcium therapy should rest with the phy- 
sician. 





Sulfanilamide Used in Puerperal Fever markedly re- 
duces the length of hospital stay and the mortality rate. 
The average stay in hospital for treated cases is 19.7 
days, with mortality rate of 5.5%, as compared to 31.3 
days and 22.8 per cent in patients not treated with 
sulfanilamide. Colebrook & Purdie, Lancet, 2:1291, 
1937. 





Tuberculin may be of value in the treatment of ocular 
tuberculosis. Used over a period of one year in 38 
cases, lesions healed in 26 per cent; of 14 patients not 
treated with Tuberculin all were unhealed at the end 
of one year. Burton, E. W., Virginia M. Monthly, 
64:499, 1937. 
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THE RELATION OF ALLERGY TO 
DISEASES OF THE RESPIRATORY 


TRACT 
TELL NELSON, M.D. 


Department of Internal Medicine 


University of Illinois, College of Medicine 


CHICAGO 


The relationship of allergy to the diseases of 
the respiratory tract is of the greatest impor- 
tance to the internist as well as the allergist. 
Two phases of the subject are obvious, namely, 
first, the relationship of allergies chiefly of the 
nasal and respiratory type to both the acute and 
chronic respiratory conditions; and, secondly, 
the role of infectious respiratory diseases as a 
predisposing cause of allergic manifestations. 

1: Allergies. as contributing factors in res- 
piratory diseases. Let us first consider nasal 
allergy. The underlying pathology in nasal al- 
lergy is edema of the mucous membrane with 
subsequent blocking of the nasal passages. This 
produces an ideal situation for bacterial growth, 
and acute infections chiefly of the sinuses fre- 
quently follow. The incidence of sinus disease 
in individuals with vasomotor rhinitis is very 
high, being particularly true in childhood. 

Once the allergic manifestations have begun, 
they may occur either intermittently or continu- 
ously, according to the allergic factors involved. 
However, should a superimposed acute infection 
set in, the clinical course and symptomatology 
of the nasal allergy may be greatly altered, and 
at times entirely obscured. This is frequently 
observed in hay fever patients, in whom there 
frequently is a superimposed infection which 
may prolong the symptoms long after the season 
is over. It is only by repeated observations and 
study of the nasal secretions as pointed out by 
Hansel,’ that these cases can be definitely dif- 
ferentiated. 

In the wake of the acute infections, chronic 
conditions in the paranasal sinuses usually fol- 
low, and these may then act as a source of fur- 
ther infections, chiefly in the lower respiratory 
tract. It is generally accepted by most laryngol- 
ogists that chronic infections of the paranasal 
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sinuses is one of the common etiologic factors 
in the production of chronic laryngotracheitis, 
chronic bronchitis and bronchiectasis. It is 
readily obvious that nasal allergies, particularly 
those in which nasal blockage is present for long 
periods of time, produce fertile fields for super- 
imposed infections of both the acute and the 
chronic type. > 

The complications associated with allergy of 
the lower respiratory tract are many. The most 
common sequellae of bronchial asthma are em- 
physema and chronic bronchitis; then in order 
may be mentioned bronchopneumonia, pleurisy, 
pneumothorax, atelectasis, bronchiectasis and 
lung abscess, 

Emphysema, probably the most common sequel 
is undoubtedly the result of repeated pulmonary 
overdistension during acute asthmatic attacks. 
In an early asthma, this overdistension is only 
temporary, the lung because of its elasticity as- 
suming its normal size after the attack. How- 
ever, as the asthma becomes more chronic, and 
this is especially true in those individuals past 
middle life, the attacks tend to be more or less 
constant, the chest remaining partially over- 
distended during long periods of time. When 
this stage is reached there is a loss of elasticity 
and finally a destruction of elastic fibers, so that 
the lungs, and secondarily the chest, remain in 
an overdistended emphysematous state. It can 
therefore be said, that emphysema is almost a 
constant accompaniment of chronic asthma of 
long standing. The vital capacity which has 
been shown to be decreased not only during the 
attacks but also in the periods between attacks, 
is further indication of pulmonary overdistension 
and emphysema. The presence of emphysema 
naturally predisposes the patient to further sec- 
ondary infection. 

Chronic bronchitis is an important and fre- 
quent sequel of bronchial asthma, and may de- 
velop in the allergic individual with or without 
emphysema. The irritation of the bronchial 
mucosa which is practically always present in the 
acute asthmatic paroxysm, and which may per- 
sist for long periods after the acute symptoms 
have subsided, is often secondary to infections of 
the upper respiratory tract, chiefly sinusitis. In 
many patients a secondary infection of the entire 
tracheobronchial tree occurs. The infection may 
prove as distressing to the patient as the asthma, 
and may aggravate each attack. In such pa- 
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tients, reinfections may occur with change in 
weather and particularly in the winter months. 
Asthmatics with chronic bronchitis, therefore, 
do poorly as a rule during these particular 
periods of the year, and also in localities with 
unstable atmospheric conditions. The asthmatic 
with chronic bronchitis rarely has a fever, but 
when it is present it is suggestive of an acute 
bronchitis or a bronchopneumonia. The latter is 
often the terminal condition in the chronic 
asthmatic. 

Chronic sinusitis is frequently secondary to 
an asthma, particularly in those individuals with 
an associated vasomotor rhinitis. As has already 
been pointed out, untreated nasal allergy pre- 
disposes the individual to secondary infection of 
the paranasal sinuses. 

Bronchiectasis, although found less frequently 
in association with the latter two, particularly 
when they are of long standing, is nevertheless 
found frequently enough to be of importance. 
Bullen? in a series of 400 asthmatics found 
an incidence of 7.75 per cent. It apparently 
is prone to occur in asthmatics with infec- 
tions of the paranasal sinuses in which there is 
a chronic cough and bronchitis. The mechanism 
involved is probably one in which the continued 
infection and reinfection of the bronchial tree 
is followed by a dilatation of the weakened wall 
with a retention of secretion and the formation 
of a bronchiectatie cavity. One usually becomes 
suspicious of a bronchiectasis in the asthmatic 
who has a marked increase in the amount of 
sputum, particularly noticeable on change of 
position, or by the occurrence of hemoptysis. 

Pulmonary abscess is a rare sequel, as is also 
spontaneous pneumothorax. The latter usually 
occurs during a seyere attack with prolonged 
violent coughing, and with marked overdisten- 
sion of the lung. 

Pleurisy is occasionally found in the asth- 
matic, but usually in association with other pul- 
monary complications as pneumonia. It is 
frequently mistaken for pain in the intercostal 
muscles during severe attacks. 

Atelectasis, usually partial or lobular in va- 
riety, is not as rare a complication as formerly 
thought. Massive collapse is however relatively 
rare, but when present it usually involves the 
lower lobes and may produce death. The mechan- 
ism is probably one of plugging of the smaller 
bronchioles by tenacious thick bronchial secre- 
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tions. It has been noted by many bronchoscop- 
ists that the symptoms in certain cases of asthma 
and atelectasis are very similar. Wilmer, Cobe 
and Lee* find a definite relationship between 
allergy and postoperative atelectasis. A large 
percentage of their cases with postoperative 
atelectasis showed definite characteristics of al- 
lergy. It is also believed by some that atelectasis 
is responsible for many of the more severe attacks 
of asthma, chiefly the conditions of “status asth- 
maticus.” 

2: The role of infectious respiratory diseases 
as a predisposing cause of allergic manifesta- 
tions. Let us now consider those predisposing 
factors which are usually antecedent to the de- 
velopment of the first asthmatic attack. These 
forces comprise those which pave the way for 
the onset of asthma, regardless of the immediate 
excitant of the attack itself. They may be the 
precipitating causes in many instances. 

Acute infections of the respiratory tract often 
usher in the initial attack of asthma. Various 
authors give from 40 per cent. to 66 per cent. of 
asthmatic attacks preceded by acute respiratory 
infections. Acute infections of both the upper 
and lower respiratory tract are not only a very 
common exciting factor of the asthmatic state, 
but perhaps the most important single factor in 
the causation of the paroxysm itself. Regard- 
less of whether an individual is hypersensitive 
to a specific allergen or to bacteria, an acute 
rhinitis or bronchitis frequently ushers in asth- 
matic symptoms in such individuals. Symptoms 
may vary in degree and severity from a transient 
wheeze to a full blown attack. Many such pa- 
tients know of no other cause and investigations 
often fail to show sensitivity to specific allergens, 
whereas in others very definite specific hyper- 
sensitivity cannot only be demonstrated but 
proven clinically, and in the latter type of case 
the infection, although a precipitating factor, 
should be considered as an additional nonspecific 
excitant. 

Among the infectious respiratory diseases in 
children, pertussis is by far the most common 
etiologic factor in asthma. Peshkin* found 15 
per cent. in whom the asthma could be definitely 
attributed to pertussis. Pneumonia ranks second 
to pertussis in importance. Frequently after such 
an initial attack, subsequent attacks occurring 
within the succeeding months or years may be 
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ushered in only by acute respiratory infections. 
Eventually, however, definite clinical hyper- 
sensitivities will develop to prolong the attacks. 
The patient now develops more or less of a 
chronic bronchial asthma of varying severity. 

Influenza, rarely an exciting cause in child- 
hood, is nevertheless frequently a cause in adults. 
The large number of individuals who date their 
first asthmatic attack from the epidemics of 1918 
and 1919 is certainly impressive. 

The relationship between subacute and chronic 
infections and bronchial asthma is less clearly 
defined. Of this group unresolved pneumonia 
seems to be important. Several authors have 
described small groups of cases in which there 
can be very little doubt that an unresolved pneu- 
monia was not the underlying cause of the 
asthma. 

The relationship of asthma to tuberculosis is 
one which has created a great deal of discussion, 
and a most voluminous literature has been writ- 
ten on the subject. The present concept is one 
which opposes the thought that tuberculsois and 
asthma are specifically correlated in any manner. 
Various authors in large series of cases find from 
0.7 per cent. (Schroder®) to 1.9 per cent. (Kle- 
witz®). Harkavy and Hebald* found a much 
higher incidence, namely, 10 per cent., but are 
convinced that the two conditions are independ- 
ent of each other. In their tuberculous cases 
with positive cutaneous reactions and with defi- 
nite foci of infection, the course of the asthma 
was similar to that occurring in non-tuberculin 
sensitive and infectious cases. 

There are, however, many who maintain that 
healed or latent tuberculosis has been the fore- 
runner, or may be coexistent with, many cases 
of asthma. They base their concepts on the fol- 
lowing criteria: first, the high incidence of 
tuberculin reactions in asthmatic children; sec- 
ond, the presence of enlarged hilum lymph 
glands which are so common in asthma, and 
which are often mistaken for hilum or glandular 
tuberculosis; and, third, the apparent good re- 
sults which have been reported with tuberculin 
therapy in certain groups of asthmatics. Most 
observers, however, do not consider pulmonary 
tuberculosis an important etiologic factor. It is 
difficult to believe that pulmonary tuberculosis 
should be a greater predisposing factor in bron- 
chial asthma than it is in other lung infections. 
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Probably the most important of all the sub- 
acute and chronic infections in the etiology of 
asthma are focal infections. These infections 
may exist in many organs of the body, and all 
have been incriminated, although it is often 
hard to conceive that infections of organs like 
the gall bladder and kidney are of etiological 
importance. The infections of the sinuses, ton- 
sils and teeth are probably the most important. 
Of these, there is no doubt that sinusitis is one 
of the most common causes of the so-called in- 
fectious type of asthma. The exact mechanism 
involved in the relationship has not definitely 
been determined, but may be explained by either 
(a) reflex irritation of an “asthmogenic area,” 
and for which there is very little clinical support 
at present; (b) mechanical obstruction, pro- 
duced by swellings and hypertrophies of the 
turbinates, abnormalities of the septum or polyps; 
(c) absorption of toxic products of infections 
through the lymph or blood stream, which has 
been demonstrated in animals by Mullin® as a 
possible means of entrance; and (d) by constant 
drainage of pus into the trachea and bronchi 
producing repeated attacks of bronchitis and a 
subsequent asthma. These factors may act singly 
or in combination. 

In summary it may be stated that allergies of 
the nasal and asthmatic types contribute to some 
of the diseases of the respiratory tract, particu- 
larly those which are chronic in their clinical 
course. Likewise acute infections of the lower 
and chronic infections of the upper respiratory 
tract appear to be predisposing and exciting fac- 
tors in many cases of respiratory allergy. The 
exact mechanisms are frequently obscure. It is 
only by persistent careful observations of large 
series of cases that the true relationship may be 
established. 
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BRONCHOSCOPY IN RELATION TO DIS- 
EASES OF THE RESPIRATORY TRACT 


Paut H. Hoineer, M. D. 
CHICAGO 


Bronchoscopy is one of the more recently de- 
veloped diagnostic and therapeutic aids used in 
the management of diseases of the respiratory 
tract. Thirty years ago the bronchoscope was 
used only for the removal of foreign bodies. At 
the present time it is used as a speculum to 
illuminate the tracheobronchial tree.’ Diagnostic 
information is obtained by such a specular exam- 
ination, and therapeutic procedures are per- 
formed through the tube. Although foreign body 
extraction is still an extremely important phase 
of bronchoscopy, it now accounts for only three 
to four per cent. of the total number of cases 
examined or treated in a bronchoscopic clinic. 

In entering the trachea with the bronchoscope, 
the larynx must first be exposed; consequently, 
a discussion of the direct examination of this 
extremely important portion of the respiratory 
tract is considered desirable. Hoarseness and 
dyspnea are cardinal symptoms of laryngeal dis- 
ease.” Hoarseness in an adult is as early and 
constant a finding or warning of serious laryngeal 
disease as is cough in tuberculosis. If this warn- 
ing is conscientiously heeded and followed by a 
thorough, immediate laryngeal examination of 
every patient who is hoarse, our mortality statis- 
tics from carcinoma of the larynx will fall ac- 
cordingly. This thorough inspection of the 
larynx consists of mirror laryngoscopy, followed 
in most cases by direct inspection with the 
laryngoscope. Since the earliest site of car 
cinoma of the larynx is most frequently the 
anterior commissure, which is only too com- 
monly hidden by a posterior-lying epiglottis, the 
laryngoscope must be used to expose this area 
in all doubtful cases. Similarly, the infant’s 
larynx can be inspected only by the use of the 
direct laryngoscope. The differential diagnosis 
of laryngeal pathology depends so completely 
on the laryngeal picture in most cases that this 
examination should be made much more fre- 
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quently. Direct laryngoscopy is a relatively 
simple procedure in proportion to the amount 
of information which can be obtained by it. 
Indications for bronchoscopy in relation to dis- 
eases of the respiratory tract may be divided into 
three major classifications, namely: 1. cases of 
bronchial obstruction, 2. suppurative diseases of 
the tracheobronchial tree, and 3. those cases of 
obscure pulmonary lesions in which further study 
is necessary in order to establish a diagnosis. 


Bronchial obstruction may be partial or com- 
plete, its presence being recognized on physical 
examination and x-ray as a wheeze, an obstruc- 
tive emphysema, or an atelectasis.* The obstruc- 
tion may be caused by an intrabronchial, endo- 
bronchial, or extrabronchial lesion, producing 
any of these findings. Therefore, once the diag- 
nosis of bronchial obstruction has been made, the 
actual nature of the lesion must be determined 
by the bronchoscopic picture, because foreign 
bodies, known or unsuspected, tumors, bronchial 
compression, or cicatricial stenoses produce iden- 
tical physical and x-ray findings. Of even 
greater importance is the determination of the 
type of tumor in cases of neoplastic disease.* 
The biopsy specimen makes possible this dif- 
ferentiation, as well as that between benign and 
malignant growths, which otherwise cannot be 
established clinically.® 

Suppurative diseases. Bronchiectasis is a dis- 
ease characterized by one of several types of 
dilatation of the bronchi and usually associated 
with pulmonary suppuration.® With the increas- 
ingly accurate methods of diagnosis by means 
of bronchography and bronchoscopy, this condi- 
tion has been shown to be the most common 
chronic disease of the chest, occurring even more 
frequently than pulmonary tuberculosis. 

The advanced bronchiectatic patient presents 
a classic picture. His bloated, pasty appearance, 
barrel chest, clubbed fingers, dyspnea and con- 
stant cough which is frequently productive of 
large quantities of foul muco-pus, make him a 
social outcast. Occasional hemoptysis from ooz- 
ing granulations or ulcerations adds to his dis- 
comfort, debility and apprehension. There is 
frequently an associated pansinusitis. Repeated 
pulmonary infections occur with fever, pleuritic 
pain, malaise, and signs suggestive of pneumonia 
as a result of bronchial obstruction and retention 
of secretions. As a rule, the patients are better 
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in summer than in winter, and may be entirely 
free of the cough until an upper respiratory in- 
fection early in the fall causes reinfection of the 
bronchi. 

The severity of symptoms, however, is depend- 
ent upon the degree of bronchial dilatation and 
pulmonary infection. Some patients can evacu- 
ate the bronchial tree by paroxysms of cough in 
the morning and evening, and are relatively free 
of symptoms during the remainder of the day. 
Others complain only of the loose rattling cough, 
and in the so-called dry bronchiectasis the only 
symptom may be the occasional hemoptysis. 

Almost every field of medicine enters into the 
treatment of the bronchiectatic patient. His 
general resistance must be increased in order 
that he may better handle the frequent intercur- 
rent infections. This includes rest, high caloric, 
high vitamin diet, strict attention to oral 
hygiene, and thorough eradication of sinus path- 
ology. Early recognition and removal of foreign 
bodies, dilatation of bronchial stenoses, broncho- 
seopic aspiration of areas of pulmonary suppura- 
tion and suppurative bronchitis aid in prevent- 
ing the development of this disease. 

The active treatment should be directed to- 
ward establishing and maintaining adequate 
bronchial drainage. This can be done by pos- 
tural drainage, but must be supplemented by 
the better evacuation of secretions that can be 
accomplished by bronchoscopic aspiration.* In 
the advanced case this is particularly indicated 
as a palliative procedure, while in the case of 
prebronchiectatic atelectasis it will arrest the 
process and prevent further destruction.” * Vac- 
cines prepared from bronchoscopically obtained 
secretions are of considerable benefit in some 
cases. 

Lung abscess, non-tuberculous, is a localized 
suppuration of pulmonary tissue associated with 
cavity formation, which may be found anywhere 
throughout the lung tissue. The presence of a 
fluid level depends upon whether or not bronchial 
or external drainage is established. 

Because of the serious nature of this disease, 
internist, surgeon and bronchoscopist together 
should regulate the course of therapy. Postural 
drainage aids many patients, and they learn to 
lie in the position which best evacuates the cavity 
or cavities. However, in the markedly debilitated 
patient with large quantities of pus, it may be 
overdone. Neoarsphenamine, whether or not 
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fusospirochetal organisms have been demon- 
strated, generally aids in reducing the foul odor 
of the sputum. 

Bronchoscopy, both for diagnosis and treat- 
ment, is definitely indicated. Aspiration of secre- 
tion, dilatation of stenotic bronchi leading to the 
abscess, and removal of obstructing granulation 
tissue from the bronchus can be accomplished 
in this manner. Bronchoscopic lavage of chronic 
abscesses has been found by some to be of con- 
siderable benefit. These procedures can all be 
done under local anesthetic in adults and without 
anesthesia of any kind in children. 

In acute cases, drop in temperature, reduction 
of cough, and marked general improvement of 
the patient following the establishment of ade- 
quate bronchial drainage of the abscess cavity 
are most striking. Surgery should not be de- 
layed, however, in those cases which do not show 
a fairly prompt response to these more conserva- 
tive procedures. 


Postoperative masswe collapse of the lung is 
the massive atelectasis due to the obstruction of 
one of the main bronchi by thick, viscid, muco- 
fibrinous secretion, and may follow any surgical 
procedure.’ Important etiologic factors are those 
which tend toward an increase in the production 
of mucoid secretion by the tracheobronchial 
mucosa, associated with those which aid in the 
stagnation of these secretions by retarding cough 
reflex and expansion of the chest. 

The first symptoms usually occur 24 to 48 
hours after the operation, beginning with chest 
pain and a persistent, somewhat productive 
cough which the patient attempts to suppress, 
because of both the pain at the site of incision 
and the chest pain. Respiration becomes shal- 
lower and more rapid, soon being definitely 
labored. This may progress to cyanosis. There 
is a correspondingly rapid rise in the tempera- 
ture, but the pulse rate does not rise propor- 
tionately. The sputum at the onset is usually 
scanty; it is thick, tenacious, glossy or white. 
Later it becomes purulent. 

The physical findings, essentially, are the shift 
of the heart and mediastinum to the affected 
side, dulness, limitation of motion, and eleva- 
tion of the diaphragm. Breath sounds change 
rapidly, depending on the amount of obstruction 
and whether a coughing spell dislodges secre- 
tions. They may be entirely absent, suppressed, 
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or bronchial in character, depending upon the 
existence of partial or complete atelectasis. 

The roentgen ray findings are of greatest im- 
portance and consist essentially of the three 
cardinal signs of an atelectatic lung, namely: 
1. the marked shift of the heart and mediastinum 
toward the affected side, 2. the elevation of the 
diaphragm on the affected side, and 3. the in- 
creased density of the involved lung. There is, 
of course, a compensatory emphysema of the 
opposite side. 

The oft-repeated statement that this condition 
is due to a plug of mucus in a main bronchus 
does not adequately describe the pathology. 
There is, instead, a production of thick, viscid, 
tenacious secretion throughout the entire tracheo- 
bronchial tree, almost as much being found on 
the unaffected as on the collapsed side.*° The 
bronchial mucosa is little changed in the early 
stages of this condition, and there are relatively 
few bacteria in the secretion. Later, the secre- 
tion becomes purulent and foul smelling because 
it has been an excellent culture medium for or- 
ganisms. A purulent bronchitis develops which 
may progress to lung abscess or bronchiectasis, 
or to a fatal termination as the patient drowns 
in his own secretions. 

Postoperatively, certain factors are of great 
importance both prophylactically and therapeuti- 
cally. The common practice in recent years of 
hyperventilating the lung immediately after 
completion of the anesthetic seems to be of ut- 
most benefit. The use of carbon dioxide and 
postural changes every two or three hours, day 
and night, should some chest symptom suggest 
itself, is definitely indicated. Certainly the use 
of carbon dioxide is of more value than the 
administration of oxygen, because the carbon 
dioxide stimulates more active respiratory action, 
which tends to displace the obstructing secre- 
tion. Oxygen, on the other hand, allows the 
patient to obtain the same amount of pulmonary 
exchange on shallower respiration. Obviously, 
this is to be avoided, but the administration of 
oxygen to a dyspneic, cyanotic patient is too fre- 
quently the first step taken and, unfortunately, 
appears to be rational. 

The use of a tight abdominal binder, especially 
in a case of an upper abdominal operation, 
further limits the respiratory excursions and in- 
creases the incidence of collapse. 
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Sedatives and atropine should be withheld. 
Bronchoscopic aspiration of the obstructing secre- 
tions, when these methods fail, should be em- 
ployed without hesitation. On introduction of 
the bronchoscope through the larynx, one is im- 
pressed by the tremendous amount of secretion 
lying in the trachea and both bronchi. Because 
of its viscosity it is aspirated with difficulty; 
but, by using an aspirating bronchoscope and an 
independent aspirator, more secretion can he re- 
moved in a minute or two than the patient can 
cough up in several days. The secretion, if the 
aspiration is done shortly after the onset of the 
collapse, is white, very thick, viscid and tena- 
cious, and it usually clots in the collecting tube. 
It contains a great deal of fibrin but very little 
pus and few bacteria. 

The change in the general condition of a pa- 
tient following bronchoscopic aspiration is often 
as striking as that seen following tracheotomy. 
The immediate relief is reflected in the tempera- 
ture, pulse and respiration curves. Physical 
findings and roentgen ray show a rapid return 
to normal, although the cough continues to be 
productive for a few days. Should there be a 
tendency toward replugging, however, one need 
not hesitate to do repeated bronchoscopic aspira- 
tions, 

Asthma. The bronchoscope can be used to 
aspirate obstructing secretions in asthmatics to 
give them marked relief if symptoms are caused 
by bronchial obstruction."* Moreover, inspection 
of the tracheobronchial tree may yield consider- 
able information of diagnostic significance. An- 
drews'* gave a comprehensive review of this sub- 
ject at this meeting last year. 

Obscure Pulmonary Lesions. Under this head- 
ing may be mentioned certain indications for 
bronchoscopy of a strictly diagnostic character. 
Bronchoscopy is obviously contraindiacted in 
cases of gross hemoptysis, but should be done to 
establish a diagnosis in cases of occasional 
hemoptysis after the sputum has been found 
negative for tubercle bacilli. The thin stream 
of blood frequently may be followed to its source, 
and a small tumor, ulcer or inflammatory area 
found there to account for the hemoptysis. Sim- 
ilarly, a wheeze or a constant cough of undeter- 
mined etiology is an indication for bronchoscopy. 
Cough is a symptom, and its cause must be in- 
vestigated, not merely covered by cough mix- 











ix- 














September, 1938 


tures. Bacteriologic examination of the aspirated 
material may reveal a yeast or fungus infection 
not demonstrable in the sputum. 

In closing, some of the newer phases of bron- 
choscopy may be mentioned. Pulmonary tuber- 
culosis was long considered a contraindication to 
bronchoscopy. It is still true that the uncompli- 
cated case of tuberculosis does not require bron- 
choscopy either for diagnosis or treatment, and 
when the sputum of a patient is found to be 
positive, findings other than the actual pulmon- 
ary lesion itself are necessary to indicate the 
procedure.** However, in recent years an in- 
creasing number of tuberculous lesions of the 
tracheobronchial tree has been recognized. 
These require direct inspection in order that 
diagnostic phases can be clarified and endobron- 
chial therapy instituted. Occasionally the diag- 
nosis of tuberculosis is made by examination of 
the bronchoscopically aspirated secretions even 
though previous sputum tests were negative. 

Ulcerations of the mucosa and cartilages of 
the tracheobronchial tree comparable to the 
tuberculous ulcers seen on the epiglottis are fre- 
quently the source of positive sputum when a 
good collapse of the parenchymal lesion has been 
obtained.** Cauterization of these lesions through 
the bronchoscope hastens the healing process. A 
tuberculoma within the lumen of the trachea or 
bronchi may produce no signs or symptoms other 
than a wheeze, but it may become large enough 
to obstruct a major bronchus or the trachea and, 
consequently, produce dyspnea, due to obstructive 
emphysema or atelectasis. The removal of these 
tumors, either by forceps or cautery, is indicated 
to keep the airway patent and to prevent a sup- 
purative process from developing below the ob- 
struction. Similarly, tracheal or bronchial 
obstruction may develop by pressure from outside 
the lumen, due to a tuberculous enlargement of 
the hilar glands. This is fairly common in in- 
fants and children, Occasionally a gland rup- 
tures into the bronchial lumen. Finally, the 
general thickening and distortion of the walls 
of the trachea and bronchi, produced either by 
healing ulcerations or contractures associated 
with the healing parenchymal lesion, is seen. 
The various collapse therapy procedures, espe- 
cially pneumothorax and thoracoplasty, likewise 
cause a marked distortion of the bronchi. This 
is occasionally so marked that stenosis of a major 
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bronchus occurs, producing a collapse of the 
lung distal to the obstruction which, if present 
over a long period of time, produces bron- 
chiectasis. 

Biplane Fluoroscopy. The removal of foreign 
bodies from the costophrenic angle or from upper 
lobe bronchi has always been one of the most 
difficult foreign body problems. Within recent 
years the development of the biplane fluoroscope 
has made it possible to remove a large percent- 
age of these foreign bodies. The entire broncho- 
scopic procedure is guided in two planes by the 
fluoroscope. In a similar manner, forceps may 
be guided to a peripherally lying pulmonary 
tumor to obtain tissue for biopsy.’® 

Bronchoscopy in New-born Infants. In infants 
a day or two old, the mechanisms of bronchial 
obstruction are identical to those produced by 
the aspiration of foreign bodies. However, be- 
cause of the small caliber of the bronchial tubes 
of infants, a very slight obstruction causes gross 
pulmonary changes which will endanger life. 

In acquired atelectasis, the principal etiologi- 
cal factor mentioned so commonly in obstetrical 
textbooks is the aspiration of amniotic fluid and 
mucus during the passage of the infant down 
the birth canal. Bronchial suction with a cathe- 
ter is almost a routine procedure, and it should 
be employed especially if mucus can be heard 
gurgling in the trachea. The use of the catheter 
is not without trauma, and one must constantly 
keep in mind the delicate nature of the larynx. 
More recently, aspiration by direct method, ex- 
posing the larynx with a laryngoscope and ex- 
tending the aspirator through it, has given better 
results, One clinic suggests this as a routine 
procedure even before the child cries, aspirating 
all secretions from the mouth before they can 
get into the trachea and further into the alveoli. 
Bronchial exudates due to infective processes 
produce similar changes. These are characterized 
most outstandingly in cases of laryngotracheo- 
bronchitis in which frequent attacks of bronchial 
obstruction are one of the most typical features 
of the disease. 

Bronchial obstruction due to compression from 
without the bronchus is occasionally caused by 
pressure from an enlarged heart or a congenital 
anomaly in which one of the great vessels crosses 
a main bronchus. We have observed a number 
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of these cases recently, together with cases of 
bronchial obstruction caused by congenital bron- 
chial webs. Dilatation of the web resulted in 
immediate relief of symptoms in one 24-hour-old 


infant. 
SUMMARY 


1. The bronchoscope serves as a speculum to 
permit the direct inspection of the tracheobron- 
chial tree of a patient of any age. 

2. Indications for bronchoscopy, which were 
formerly limited to the extraction of foreign 
bodies, have broadened so that now bronchoscopy 
is an accepted routine aid in the diagnosis and 
treatment of bronchial obstruction, suppurative 
diseases of the bronchi, and in the investigation 
of obscure pulmonary lesions. It is an addition 
to the armamentarium of the physician studying 
diseases of the respiratory tract, and not a sub- 


stitution for other procedures. 
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THE SURGICAL TREATMENT OF 
PULMONARY TUBERCULOSIS 
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Surgery is an important adjunct in the treat- 
ment of pulmonary tuberculosis. It detracts 
nothing from the sanatorium regimen but serves 
only to enhance its value in those cases whose 
disease requires more than mere rest for its 
control. Without the benefits of the santorium 
many patients might never become candidates 
for surgical procedures. When the sanatorium 
first offered an adequate rest program for the 
tuberculous the striking improvement in indi- 
viduals established its soundness. These prin- 
ciples have not changed. The inclusion of arti- 
ficial pneumothorax and surgical measures in 
the armamentarium of therapy has for its 
foundation the same principles. The diminution 
and disappearance of signs and symptoms, the 
closure of cavities, the stimulation of fibrous tis- 
sue, the relaxation for scar tissue shrinkage, the 
control of hemorrhage and the prevention of 
extension are all objects of sanatorium care 
singly or aided by collapse therapy. 

In a review of patients who enter any institu- 
tion for the care of pulmonary tuberculosis one 
finds a varying percentage of cases in different 
stages of the disease, the stage being evidence of 
the extent of their disease. In a group with the 
least disease the percentage of arrested cases will 
be higher than the advanced cases where rest 
alone is counted on to heal the process. Even 
in the best available statistics this rate of ar- 
rested cases is disappointing. It was therefore 
the directors of sanatoria themselves who sought 
additional splinting measures in order to arti- 
ficially produce this needed rest to improve the 
late results in the arrest of pulmonary tuber- 
culosis, Hest alone in the face of uncollapsed 
cavities for a prolonged period is fraught with 
disappointments. Spontaneous closure in such 
cases are the exception and extension of the dis- 
ease will follow in the majority. 

The wide acceptance of surgical procedures 
is evidence of its effectiveness. No conservative 
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plan of treatment can be supplanted by major 
surgery unless it obtains superior results. This 
it has done in those cases of chronic disease with 
open cavities surrounded by thick walls with per- 
sistant positive sputum or recurrent hemoptysis 
uncontrolled by other measures, or the cases with 
a complicating sterile empyema or secondarily 
infected with or without active disease in the 
lung. All these cases were known to be hopeless 
until the application of surgery restored some 
to usefulness and improved others. Out of these 
results grew the indications and contraindica- 
tions for thoracoplasty and its allied procedures, 
and still later the modification of the operation 
itself. Not only did the medical profession see 
its importance but the patients began to see a 
new hope which today borders on enthusiasm in 
some instances where their information is not 
tempered with judgment. 

It is sometimes difficult to appreciate that as 
late as 1931 Alexander estimated that not more 
than 10% of all patients in sanatoria were re- 
ceiving the benefit of collapse therapy. In a re- 
port by the National Tuberculosis Association 
in that year on 42,107 patients in 278 sanatoria, 
with an estimated 10% receiving collapse therapy 
17% were arrested and 41% quiescent or im- 
proved. Against this group Anderson and Leslie 
record their work at the Michigan State Sana- 
torium where 72% were receiving collapse 
therapy; 47% were regarded as arrested or ap- 
parently arrested and 19% more quiescent or 
improved. One must remember further that 
arrest and not improvement is the goal in the 
control of pulmonary tuberculosis, The increase 
in collapse therapy including pneumothorax has 
been practically universal. Until surgical meas- 
ures were advocated artificial pneumothorax was 
employed only in a relatively few institutions for 
the care of the tuberculous and then not widely 
employed. Artificial pneumothorax was given an 


added impetus by the accomplishment of surgical 


procedures. I[¢ is now instituted earlier in the 


disease because many cases presenting themselves 


for the first time for treatment indicate their 
need for collapse therapy without a definite 
period of observation and bed rest as a prelim- 
inary test. With this increase in the number of 
patients so treated there have been more cases 
in which the method has manifested its limita- 


tions. Adhesions may exist which will not 


hinder the ultimate collapse. Where they do 
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exist and prevent closure of the cavity, thoraco- 
scopic examination will determine whether they 
can be safely severed by cautery rendering the 
pneumothorax collapse effective. Jacobeus first 
suggested this in 1914 and only because of the 
increasing number of cases so treated has there 
been the opportunity to carry out more often 
his suggestion. The intrapleural examination 
may substantiate the clinical opinion that the 
pheumothorax treatment even though prolonged 
cannot bring about the desired result. A con- 
tinuation of pneumothorax in such a case can 
only be of value to improve the patient’s condi- 
tion, if that be necessary for some other pro- 
cedure, or to tide the patient over a period while 
a lesion in the contralateral lung becomes quies- 
cent. 

Phrenic nerve operations, thoracoplasty, ex- 
trapleural and intrapleural pneumolysis are the 
most common surgical procedures employed, ex- 
clusive of artificial pneumothorax, in collapse 
therapy. Other procedures accepted but less 
often used are scaleniectomy, multiple intercostal 
nerve paralysis, cavity drainage, lobectomy and 
pneumonectomy. 

Operations on the phrenic nerve to produce 
hemi-diaphragmatic paralysis remain an excellent 
single, conservative procedure in bringing about 
greater rest and relaxation for fibrous tissue con- 
traction. Where no free pleural space exists 
rendering pneumothorax treatment impossible it 
may be substituted. In not too extensive lesions 
it will in some be adequate to bring about heal- 
ing more quickly and with more promise of 
permanent results. There has been a greater 
tendency toward crushing of the nerve to pro- 
duce temporary nerve paralysis, which procedure 


may be repeated in three to six months if the 


condition of the lesion demands it. By this tem- 
porary paralysis we have in those cases, where 
it is not effective or where more extensive sur- 
gery is necessary, not lost the function of the 
muscle in respiratory movements later on; and 
particularly in bilateral cases we have not lost 
the opportunity of using it in the contralateral 
side if it seems warranted. Thus used it is com- 
parable to artificial pneumothorax in that it can 
be recalled as a method of treatment when it 
fails to serve the purpose intended or when the 
need for it no longer exists, The adverse crit- 


icism of its usefulness has come most often where 


it has been employed in extensive old [esions 
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where another procedure was indicated, or where 
it should have included another procedure to 
adequately contro) the lesion. The improvement 
which so often follows even in extensive disease 
should not be misinterpreted as adequate unless 
clinical, roentgenological and laboratory findings 
substantiate an arrested condition. 

Through the pioneer work of de Cerenuville, 
Friedrich, Brauer, Wilms, Sauerbruch and others 
the paravertebral extrapleural thoracoplasty be- 
came the operation of choice. Such an operation 
usually called for the resection of the upper ten 
or eleven ribs. It was Sauerbruch who cautioned 
that the procedure should begin from below to 
lessen the tendency of aspiration of secretions 
into the lower lobe. The earlier operations where 
the entire length of the rib was removed proved 
to be too shocking a procedure and the operation 
therefore became less radical and divided in 
stages. The resection of shorter segments, how- 
ever, necessitated the removal of the lower ribs 
in order to obtain a relatively good collapse. 
The safety of the procedure beginning above was 
later established and Hedblom in this country 
urged strongly the multiple stage operation as 
a measure of safety, rendering its benefits to a 
much larger group. Though opposed in a meas- 
ure on this point, today it is widely accepted in 
all cases. This operation resulted in one-third 
arrested cases, one-third improved and one-third 
worse or dying of their disease. These patients 
formed a group with open cavities who were 
certain to die of an extention of their disease 
within five years. 

Not content with these early results of surgery 
those interested in this work began to question 
the large group of improved cases and the poor 
results. The degree of collapse could be pointed 
to in many instances for the failure of a cavity 
to become obliterated. Resection of the antero- 
lateral segments followed and there was a strik- 
ing improvement due to the increased collapse. 
The desirability of this complete collapse had 
very early been expressed by Brauer but its ac- 
complishment was delayed by its great risk. The 
present operation considers the pathologic lesion 
and the procedure is so planned as to render 
adequate collapse to the cavitated area. This 
usually demands frequently the removal of the 
entire length of the first two or three ribs and 
shorter segments of one to four more. This may 


he done in two or more stages, the condition of 
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the patient serving as a guide, but also the know!- 
edge that resection of more than three ribs in- 
creases the hazard of the procedure. If a cavity 
lies close to the vertebral column its retraction 
into the paravertebral gutter is likely unless the 
ribs are not only removed up to the transverse 
processes, but flush with the bodies of the verte- 
brae and including the transverse processes them- 
selves. The value of the overexposure plate often 
suggested by Lindberg cannot be overemphasized 
in revealing cavities in markedly scarred lungs 
while ordinary plates only show an opacity. In 
many patients who come to thoracoplasty the 
lower lobe was once infected but now is fibrosed. 
The cavity in the upper lobe remains as the 
offender in producing positive sputum. Its clos- 
ure is necessary to bring about arrest of the 
disease. Since the contention of Sauerbruch to 
begin over the lower ribs is no longer recognized 
the function of the lower lobe is preserved, since 
the resection of the upper ribs in their entirety 
where indicated serves to close them in most in- 
stances. The preservation of the functioning 
lung tissue in the lower lobe has increasing im- 
portance where the disease has been bilateral. 
Furthermore, the necessity of the anterolateral 
resection becomes much less frequent though a 
procedure well tolerated and applicable in cases 
of a complicating empyema. As recent.as 1933 it 
was difficult to learn of the value of the now 
accepted thoracoplasty. It was viewed with 
skepticism except in a limited number of cases. 
Yet this procedure today can claim better results, 
a lower mortality and a fewer number of opera- 
tions for a given patient. 

Alexander and Haight report upward of 88% 
of closed cavities with negative sputum ; Coryllos 
reports 72% and O’Brien reported a group with 
91% closed cavities. In the latter, the good re- 
sults may be attributed to an earlier acceptance 
of the application of surgical collapse. These 
same authors report an operative mortality of 
48%, 41.6% and 3.4% respectively. 

Extrapleural pneumonolysis best accomplished 
by the use of paraffin fillng should have greater 
recognition for selected cases. In small isolated 
lesions, particularly apical, and where thoraco- 
plasty might be considered too great a risk, the 
results may be very gratifying. The operation 
is well tolerated in bilateral cases or in those in 
the fifth, sixth or seventh decade of life, It 


should not be substituted for thoracoplasty as it 
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is done today, the latter offering more certain 
closure of cavities, particularly large ones. Some 
extend the indication as a preliminary procedure 
to thoracoplasty in large excavations of the upper 
lobe. 

Preservation of the function of the lung is a 
prime consideration which allows the benefits 
of this form of treatment to be extended to many 
to whom it was formerly denied. The old opera- 
tion of thoracoplasty had unilateral disease as 
one of its requirements, but the modern opera- 
tion allows for the partial thoracoplasty on both 
sides. The avoidance of sacrifice of good lung 
tissue by the localized operation makes this pos- 
sible. Furthermore, the temporary rather than 
the permanent hemi-diaphragmatic paralysis is 
directed toward this end. Jacobeus has shown 
the desirability of preserving this function. In 
a noteworthy paper, one of his last before his 
death, he demonstrated by the use of a double 
bronchoscope that patients who have undergone 
thoracoplasty may have considerable respiratory 
capacity in relatively well collapsed lungs. In 
some cases this approximated 50%. His experi- 
ments, carefully executed, were confirmed by the 
additional study of the gas analysis on each side 
—these determinations coinciding with the vital 
capacity of each lung. These important observa- 
tions should lead to a choice of procedure or a 
type of thoracoplasty which avoids or allows for 
a minimum encroachment on good lung tissue. 

Tuberculin testing, more general adoption of 
x-ray films of any chest complaint, and a recog- 
nition of the early symptoms remains an impor- 
tant factor if we are to avoid the frequency of 
these procedures. Until we do surgery will con- 
tinue to be a valuable adjunct in the treatment 
of pulnjonary tuberculosis. 

With ‘these changes which have been so recent, 
time may again alter our conception of the best 
approach to this problem, Last month Jones 
reported lobectomy in two cases and removal of 
the entire lung in two others for pulmonary 
tubereulosis. Others have previously been re- 
ported. Corvllos has opened cavities and used 
muscle grafts for their obliteration. Extrapleural 
pneumothorax is now gaining some considera- 
tion. All of these must be evaluated and given 
the test of time. However, collapse therapy has 
adequately established itself; only its applica- 


tion may change. 
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BRONCHIECTASIS 
D. O. N. Linppera, M. D., FP. A. C. P. 


Medical Director and Superintendent 


Macon County Tuberculosis Sanatorium 


DECATUR, PLLINOIS 


A bronchiectatic state or condition is con- 
sidered to exist when there is retention of bron- 
chial secretions, due to partial or complete 
obstruction, of endobronchial or peribronchial 
character, the result of either mechanical or 
chronic inflammatory processes, producing dila- 
tation of the bronchial structure, and with or 
without patches of atelectasis. 

Due almost altogether to a lack of adequate 
drainage the condition tends toward progression 
with the formation of veritable pockets, saccular 
or cylindrical, containing purulent material and 
there are apt to follow recurring bronchopneu- 
monic exacerbations which serve to extend the 
process into other lobes. Symptoms usually keep 
apace with lesion progression and, after early 
cough, which may have been the only recogniz- 
able symptom, there follows the symptomatic 
picture so characteristic of advanced bronchiec- 
tasis, including the pasty and septic appearance 
associated with frequent cough and productive 
of foul expectoration which is copious in amount. 
Treatment, prior to the era of thoracic surgery. 
included the advice to “Go West” where the 
patient practiced unsupervised, haphazard pos- 
tural drainage measures, with or without helio- 
therapy, or vaccinotherapy. The prognosis was 
invariably poor, and death followed single or 
repeated hemorrhages, amyloid disease, broncho- 
pneumonia, or more rarely, brain abscess. 

Such progress has been made in this particular 
field that a newer concept of bronchiectasis has 
been brought about through the knowledge of the 
mechanisms of its development and _ revised 
criteria permitting of earlier diagnosis. Not only 
has there resulted a betterment of the prognosis, 
since either a cure or definite arrestation are 
possibilities, but the “bronchiectatic state” may 
in fact be prevented. This situation is somewhat 
analogous to that of pulmonary tuberculosis 
where newer and more accurate diagnostic pro- 
cedures, together with supplementary surgical 


treatment measures, have considerably lessened 
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the number who will reach the neglected or con- 


suming stage. It is of considerable importance 
that criteria for diagnosing bronchiectasis under- 
go the same sort of revision as was found to 
be necessary in the diagnostic differentiation be- 


tween the asymptomatic “early” tuberculosis and 


“consumption.” 
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chiectatic dilatations. arly in the process the 
clinical state of the patient may be excellent and 
even expectoration reported absent. The plain 
film may reveal no abnormal densities whatso- 
ever, or there may be observed markings far 


more extensive than suggested by physical signs 
or symptoms (Fig. 1). On the other hand, 








CHART I 
DIAGNOSIS OF PULMONARY LESIONS 


la. EARLY TUBERCULOSIS 
X-ray—Minimum Standards. 
Symptoms—slight or absent. 
Physical Signs—slight or absent. 
History—contact. 


Sputum—negative or positive. 


wmrkwde 


2a, EARLY BRONCHIECTASIS* 
History—frequent ‘‘colds”; chronic pneumonia. 
X-ray film—plain. 
X-ray film—with lipiodol instillation. 
Physical signs—rales, chiefly basal. 
Symptoms—may be absent, except for cough. 
*With bronchial ectasias actually in evidence. 


ub wd 


1b ADVANCED PHTHISIS (Consumption) 
Symptoms—marked (subjective and objective). 
Sputum—positive for tubercle bacilli. 
X-ray—corroborative only (‘‘snow-storm’’). 
Physical Signs—seldom absent. 
History—wholly unimportant. 


2b. ADVANCED BRONCHIECTASIS 
Symptoms—characteristic, severe. 

Physical signs—invariably. 

X-ray film—plain (triangle). 

X-ray film—lipiodol (corroborative). 
History—unimportant. 


i 








There is ample justification for considering 
bronchiectasis to be the most widespread of 
chronic pulmonary lesions. The majority of pa- 
tients present a history of cough, productive or 





The bronchovascular markings are every- 
(Lipiodol instillation re- 
vealed moderately extensive dilatations of the left basal 
bronchi.) 


fo ape 
where within normal limits. 


otherwise, which has persisted since early child- 
hood and presenting peribronchial infiltrations 
which suffer more or less frequent perifocal re- 
actions, especially in association with recurrences 
of acute respiratory infections. Delayed resolu- 
tion of secondary pneumonias resulting in 
chronic interstitial pneumonia or chronic pneu- 
monitis form the other main sources of bron- 





lipiodol instillations may prove the absence of 
ectasias where there was suggestive involvement 
on the plain film. The characteristic film shadows 
are: 





Fig. 2. Characteristic blurred basal mottlings are 
noted. The right hilum shadow is definitely soft. 


1. The atelectatic triangle (hypotenuse) 
(Fig. 2a) usually located in the region of the 
cardiophrenic angle overlying the inner half or 
two-thirds of the hemidiaphragmatic crest. 
(Lipiodol saccular filling may be noted through 
such shrunken lobe density.) Set 

2. Scattered, and more or less diffuse, blurred 
soft shadows suggesting peribronchial inflamma- 
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tion with perhaps some extension to the con- 
tiguous parenchyma. These findings are most 
usually to be noted in one or more radiological 
zones just above the diaphragm with probably 
some accentuation in the cardiophrenic angle 
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Bronchoscopy may precede the postural form 
especially for the purpose of facilitating drainage 
by the aspiration, or even irrigation, of mucoid 
or mucopurulent material. At the same time it 
offers the opportunity for direct visualization of 





Fig. 2a. As a late event a hypotenous triangle de- 
veloped at the right base. 


and the frequently encountered “soft hilum” 
shadow (Fig. 2). 

3. The lipiodol film reveals saccular or cylin- 
drical filling effects Fig. 2b but when reliance is 
had upon normal exposure type of films, impor- 


Fig. 2b. Saccular and cylindrical filling effects on 
the right with evidence of plugged bronchi on the left. 


the type and degree of lumen occlusion present, 
ruling out the small number (3 per cent.) of for- 
eign body or malignant origin, cauterization of 
potential bleeding areas, etc. For the early case, 
if the drainage, through postural or broncho- 





Fig. 3. Lipiodol instillation would be interpreted as 
presenting normal filling effects. 


tant dilatations behind the heart shadow will be 
missed (Fig. 3 and 3a). 

Treatment is directed mainly to the necessity 
for providing frequent and adequate drainage. 


Fig. 3a. Over-penetration exposure high speed chest 
Bucky diaphragm pictures, however, reveal important 
sacculations behind the cardiac shadow. 


scopic means is faithfully maintained until 
lipiodol instillations no longer reveal pooling of 
the material, and subsequent “colds” are man- 
aged to avoid sequellae, the prognosis becomes a 
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reasonably satisfactory one. Also necessary to the 
treatment of the early case is radical surgery of 
the paranasal sinuses, usually maxillary, which 
are involved in the majority of instances. Hemi- 
diaphragmatic paralysis, through temporary or 
permanent phrenic nerve interruption (phrenicot- 
omy or phrenic neurectomy, respectively) may, 
through facilitation of cough, aid in expectora- 
tion, i.e., provided that the resulting elevation 
does not hinder drainage through kinking of 
main stem bronchi. Pneumothorax is not fre- 
quently of value. Lobectomy is the operation of 
choice but should be reserved for those cases 
which do not respond to the other more con- 
servative measures and when the disease has 
become a stationary process or is showing pro- 
gressive tendencies. The mortality from this 
form of thoracic surgery is now sufficiently low 
so that if the disease is unilateral and not too 
extensive, it offers a definite opportunity for 
cure. It becomes an operation of necessity for 
the unilateral case with an advanced degree of 
involvement. Climatotherapy is helpful in avoid- 
ing bronchopneumonic exacerbations and _per- 
haps exerting some favorable influence upon any 
residual sinusitis present, but, without adequate 
bronchial drainage, must be considered as having 
the same relative effect as in tuberculosis when 
“climate” is substituted for a regime of consti- 
tutional or local rest. Where the underlying 
condition is one of bronchopulmonary spiroche- 
tosis the fusiform and spirochetal organisms may 
often be successfully combated by the use of 
small doses (0.5 gm.) of neo-arsphenamine. With 
the exception of basal infections prior to the 
development of the physicopathologic state of 
bronchial dilatation, chemotherapy and vaccino- 
therapy are of questionable value. 
SUMMARY 

1, Bronchiectasis is the most widespread of 
diseases of the respiratory system but is still too 
infrequently diagnosed in its asymptomatic and 
curable forms. 

2. This condition results chiefly from incom- 
plete resolutions of repeated childhood respira- 
tory infections, notably those following measles, 
influenza, etc., and prolonged convalescence from 
basal pneumonitis in the adult. Cough, which 
more or less persists from childhood, should be 
carefully investigated. 

3. A negative “plain film” does not rule out 
this condition nor do “characteristic” markings, 
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other than the hypotenous triangular shadow, 
serve as an absolute indication as to the presence 
or extent of the ectasias. 

4. Lipiodol films must not be considered 
“negative” unless over-exposure techniques have 
permitted visualization of the main stem bronchi 
located behind the cardiac shadow. Lipiodol in- 
stillation of a portion of the tracheobronchial 
tree is a reasonably safe procedure when recog- 
nizing that active bleeding and acute lesions 
constitute the main contraindications for its use. 
Another factor which serves to minimize the 
chance for complications pertains to its adminis- 
tration, and it is recommended that the sub- 
stance be instilled without warming, and 
promptly drained, posturally. 

5. Bronchoscopy reveals the type of obstruc- 
tion to the bronchial lumen and, by the removal 
of mucous plugs, through aspiration, permits of 
accurate culture findings. This procedure is also 
of treatment value when the individual is too 
ill for, or to facilitate, postural drainage. 

6. Postural drainage, daily, practiced faith- 
fully for a period of months or longer, as neces- 
sary, may cure or arrest the process if, at the 
same time attention is given to the correction 
of any existing sinusitis, hygienic care is pro- 
vided, and there is avoidance or at least insur- 
ance of proper convalescence from the common 
cold. 

7. Lobectomy is available for those whose 
progress fails to make satisfactory response to 
the conservative procedures and is definitely indi- 
cated as soon as this fact is determined. 

8. Climatotherapy may combine an environ- 
ment having a minimum incidence of respiratory 
infections with heliotherapy for-a residual stage 
of paranasal sinusitis. 

9. Specific therapy, chemical or vaccine, is 
only occasionally of value. 
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PNEUMONIA IN INFANCY AND 
CHILDHOOD 
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Pneumonia is a frequent disease in childhood, 
and, generally speaking, is associated with a high 
mortality. The classification of pneumonias in 
infancy and childhood is best made from the 
bacteriologic standpoint despite the fact that cer- 
tain factors make this more difficult than in adult 
life. Most pneumonias in children are mixed 
infections and difficulty is often experienced in 
evaluating the role of the constituent organisms. 
However, it is quite uniformly agreed that classi- 
fication according to the offending organism is 
most practical. 

The incidence of pneumonia is high. While it 
is not easy to evaluate the morbidity from pneu- 
monia, statistics of the Metropolitan Life Insur- 
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pneumonia increased seven per cent. Frequency 
varies considerably with the economic status, 
poor hygiene, under-nutrition, and overcrowding 
contributing to its incidence. It is infrequent 
during the. first months of life and has highest 
incidence in the first two years. Epidemics of 
the disease have occasionally been described in 
institutions, and commonly certain persons in a 
home where pneumonia exists harbor the homo- 
logous organism in their throats. 

In pediatric practice it has long been recog- 
nized that certain illnesses predispose to pneu- 
monia. Of these the common cold, influenza, 
measles and whooping cough are the most com- 
mon. Scarlet fever is prominent only among the 
hemolytic streptococcic pneumonias. The pre- 
ponderance of pneumonias secondary to influenza 
and the common cold are noteworthy. Jones! 
showed that a high death rate from pneumonia 
in children under five years was coincident with 
the 1918 influenza epidemic. 

In all primary pneumonias the pneumococcus 
plays the leading role, and thirty-two types of 
pneumococci have been observed in the pneu- 
monias of childhood. Bullowa and Greenbaum? 
have shown the important pneumococci in this 
age-period to be types XIV, I, IX, and XIX and 
the frequency of their occurrence is in that order. 
Type XIV is the most frequently obtained from 
infants under two years. It surrenders its dom- 
inance after the age of six years to type I. Type 
XIX is rarely seen after the age of six years. 

Pneumonia in adults is usually of the lobar 
type and the same is true of uncomplicated pneu- 
monia at any age. However, bronchopneumonia 
is more common in infancy and childhood due 
to the frequency of the predisposing diseases at 
that age period. It is probably the frequency 
of bronchopneumonia which makes the mortality 
so high in the young. 

The pneumococcus may cause pneumonia of 
the lobar or broncho type. The child may become 
infected from a carrier or from contact with a 
patient who has had the disease. At other times 
a pneumococcus harbored in a throat assumes 
increased virulence and production of pneumonia 
is then favored by diminished resistance of the 
host induced by chilling and exposure or a cold. 
It is generally accepted that the route of infec- 
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tion’ is through the respiratory tract. Some 
writers have maintained that lobar pneumonia 
is hemotogenous in origin but no experimental 
or cogent clinical or morphologic grounds have 
been presented to support such a theory. 

Uncomplicated lobar pneumonia in a child 
most often has a favorable outcome, but during 
active stages of the disease the child appears ex- 
tremely ill. The onset is as a rule abrupt, fre- 
quently with vomiting and often with a chill. 
Fever is usually high and sustained and the 
pulse is increased proportionately. Cerebral 
symptoms as convulsions, nuchal rigidity and 
delirium are rather common. The cheeks are 
flushed but cyanosis is less common than in 
adults. Unless bronchitis is present cough is 
not severe. Respirations are increased and in 
young children mucopurulent nasal discharge is 
frequent. Sputum is not seen in young children. 
Signs of consolidation appear at variable times, 
usually about the third day but occasionally not 
at all. The first signs are dullness and dimin- 
ished breath sounds, at times with fine localized 
rales and a small area of bronchial breathing. 
The left lower lobe is most frequently involved 
and next in frequency are the right lower and 
right upper lobes. 

Pain is common: and depends largely on the 
amount of pleural involvement. Abdominal pain 
and tenderness often well localized in the right 
lower quadrant are not infrequent. It may be 
difficult at times to distinguish this pain from 
that of acute appendicitis. The high leucocyte 
count and high fever usually make the diagnosis 
of acute appendicitis unlikely but roentgeno- 
graphic studies of the chest may be the only 
reliable means of differentiation. It should be 
remembered that occasionally pneumonia and 
acute appendicitis will occur concomitantly. 
Abdominal distention is a frequent feature of 
the disease and is probably a manifestation of 
general intoxication. At times the liver and 
spleen are palpable. A leucocytosis as high as 
50,000 with predominance of neutrophiles oc- 
curs. As a rule the urinalysis is negative. Pneu- 
mococci appear in direct nasal smears but often 
with associated influenza bacilli or streptococci 
too. Pneumococcemia occurs at times but in- 
fants are not particularly liable to blood stream 
invasion by the pneumococcus, and the type of 
organism is more important than the age of the 


patient. Recovery is rapid and the fall in tem- 
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perature may be by crisis, pseudocrisis or lysis. 
The active stage of infection is variable, usually 
five to ten days. 

There are several typical clinical varieties of 
primary pneumonia. Frequently we have all 
seen acutely ill children with cough, grunting 
respirations, temperatures of 103° to 105° and 
perhaps subcrepitant rales or so-called pretubu- 
lar breathing become symptom-free in a day. 
Whether these are pneumonias of short duration, 
an asthma with upper respiratory infection, or 
capillary bronchitis, it is hard to say. Wandering 
pneumonias run a prolonged course due to spread 
of the lesion from one area to another. The 
mixed types may show signs of both lobar and 
bronchopneumonia and are difficult to classify. 
Roentgenographic studies show fewer findings 
than physical examination might have suggested. 
Lobar pneumonia, especially in children, usually 
begins in the upper lung sections with a trian- 
gular area of opacity, with its base at the pleural 
surface and apex directed toward the hilus. This 
triangle sometimes invades a whole lobe giving it 
a diffuse opaque appearance, sharply defined 
from the healthy lung tissue by the interlobar 
septa. 

Broncho and lobar pneumonia in childhood at 
times are not easily differentiated. Bronchopneu- 
monia is generally secondary to some other in- 
fection. Pneumococcus bronchopneumonia and 
influenza bronchiolitis are the usual varieties of 
bronchopneumonia in childhood. The onset of 
bronchopneumonia is insidious with increase in 
the already existing symptoms, cough and fever. 
The fever pursues an irregular course, and cyan- 
osis, rapid respirations and dyspnea are common. 
Cough may be severe but central nervous system 
signs are rare. The physical findings are not as 
definite as in lobar pneumonia. Rales are scat- 
tered throughout the lung areas or more often 
over one or both lower lobes. Slight dullness 
with a small area of tubular breathing in the 
interscapular areas is a common finding. The 
roentgen findings in bronchopneumonia consist 
of diffuse irregular mottlings of a section of the 
lung field with a tendency of the nodules to fuse 
together. This mottling does not always respect 
the interlobar boundaries and the florid lesion is 
always very irregular in outline. The leucocyte 
count is variable and, following whooping 
cough, may reach 200,000. The course varies 
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from a few days to several weeks and relapses 
are common. Recovery is usually by lysis. 

Capillary or influenzal bronchiolitis is a con- 
dition not always easily differentiated from 
bronchopneumonia. Generally speaking dyspnea, 
rales and pulmonary emphysema are more prom- 
inent than in bronchopneumonia; also signs of 
consolidation are absent or later in development. 
In both diseases the influenza bacillus and pneu- 
mococcus are encountered jointly but in bron- 
chiolitis the former probably predominates. In 
pneumonias due to the hemolytic streptococcus 
the disease is especially severe and the mortality 
is high, a scarletinal rash is common and a 
pleural exudate often develops rapidly. The fluid 
quite uniformly contains hemolytic streptococci. 

Staphylococcus pneumonia is an uncommon 
but severe disease with no characteristic symp- 
toms, Its most common complication is empyema 
and «n autopsy material lung abscesses are fre- 
quently found. Friedlander’s bacillus is an occa- 
sional cause of pneumonia in childhood as is the 
virus of psittacosis, the bacillus of plague, and 
the bacillus of glanders. 

In interstitial pneumonia with involvement of 
the framework of the lung tissues the illness is 
chronic, fever is mild and the chest findings are 
less marked. There is lassitude and the roent- 
genographic studies are not characteristic but 
may show some of the features of atelectasis. 

Lipoid pneumonia is a form of pulmonary con- 
solidation, usually chronic, and follows the en- 
trance of fats or oils into the lungs. The infants 
most often affected are weak and debilitated and 
the onset is insidious with retardation in growth 
and weight. The only time older children ac- 
quire this pneumonia is when they are comatose 
or have some local condition diminishing the 
cough reflex. Respirations are rapid and a slight 
cough and moist rales may occur; physical signs 
are most often posterior and on the right side. 
Repeated roentgenograms are the greatest aid in 
diagnosis, often showing a lumpy appearance 
with the greatest density near the hilum or the 
right side and the upper and posterior portions 
of the lung most affected. 

Complications are less frequent in lobar than 
in bronchopneumonia. Otitis media is the most 
common complication in lobar pneumonia and 
may occur at any stage of the infectious process. 
Frequent examination of the ears by head mir- 
ror or otoscope is extremely important in the 
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child with pneumonia. Empyema in lobar pneu- 
monia may.occur at any time, but occurs most 
frequently several days after the crisis and it is 
especially likely in type I infections. Failure 
of the temperature to return to normal or a re- 
mittent or intermittent temperature suggest their 
complication. Other causes of return of fever 
and persistent pneumonic signs are delayed 
resolution, lung abscess and tubercular pneu- 
monia. Pericarditis, meningitis, peritonitis and 
arthritis occasionally occur. Delayed resolution 
is a troublesome complication at times associated 
with cerebral thrombosis. 

Complications are more frequent in broncho- 
pneumonia, and the most frequent are otitis 
media, diarrhea, bronchiectasis and empyema. 
Emphysema and pulmonary abscess are perhaps 
more common than usually presumed inasmuch 
as they are rarely diagnosed except at autopsy. 
Relapses occur in 20 per cent. of the broncho- 
pneumonias and in 35 per cent. of bronchiolitis. 
Otitis media occurs in one-half of the cases of 
bronchopneumonia and one-third of the cases of 
bronchiolitis. 

Laryngitis of a severe form necessitating 
tracheotomy is not uncommon in _ influenzal 
bronchiolitis ; death in such cases is frequent. In 
streptococcus pneumonias empyema and otitis 
media are frequent; mastoiditis is most com- 
mon in this pneumonia. In pneumonias due pri- 
marily to the streptococcus; peritonitis or peri- 
carditis is usually associated with a fatal result. 

The prognosis in pneumonia of childhood de- 
pends on the age of the patient, the type of pre- 
disposing illness, the variety of infecting bacteria 
and the presence or absence of complications. 
Generally speaking the outcome of lobar pneu- 
monia is favorable in most cases. According to 
figures of Bullowa and Greenbaum, pneumococcic 
pneumonia is fatal three times as often in chil- 
dren under two years of age as in those older. 
At all ages bronchopneumonia is fatal more 
than twice as often as lobar pneumonia. Nemir, 
Andrews and Vinograd® showed that the highest 
death rate occurred in patients under two years 
with bronchopneumonia and in those infected 
with staphylococci or streptococci. In infancy 
the presence of pneumococcemia while predis- 
posing to empyema does not have the same bad 
prognostic value that pertains to adults. In 
pneumonias after whooping cough: with very 
high leucocyte counts the outcome is usually 
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fatal. Hither a temperature that remains low 
or a low leucocyte count in a child seriously ill 
with pneumonia is an unfavorable omen. Too, 
severe cyanosis, cold hands and feet, and a soft 
compressible pulse are undesirable findings. 
There is reason for encouragement in the recent 
work with antiserum by a number of observers. 
Favorable results have particularly been observed 
in types I and XIV pneumonias. 

In discussing treatment in pneumonia the im- 
portant prophylactic measures will be but briefly 
mentioned. Undoubtedly many cases of pneu- 
monia could be prevented by judicious care dur- 
ing an acute upper respiratory disease. Com- 
plete rest in bed for the febrile child with a cold 
and avoidance of chilling would often exclude 
the occurrence of pneumonia. The active treat- 
ment consists in assuring rest, maintaining the 
fluid intake, administration of supportive mea- 
sures and the proper handling of symptoms and 
complications which may arise. There is still 
some question as to the ultimate part serotherapy 
will play in the pneumonias in pediatric practice. 
Cost of serum and difficulties of administration 
by the venous route are the two chief difficulties. 
However, judging from the reports and observa- 
tions of others, serum, particularly in types I 
and XIV, should be used more generally. Today 
pheumococcus typing by the Neufeld method is 
simple and easily conducted with a minimal 
amount of equipment. Early administration of 
the serum has been stressed by all writers. 

Rest is essential in pneumonia. Because of the 
prostration there is usually no difficulty in pro- 
viding rest. At other times severe cough, delir- 
ium and convulsions occur. Generally speaking, 
codeine is most efficacious for the cough. Fresh 
air, while often helpful, may in the presence of 
bronchitis aggravate the cough and a steam ket- 
tle frequently gives more relief. Mild restless- 
ness can be relieved by sponges and alcohol rubs 
and in more severe cases nembutal administered 
rectally has proved a valuable agent. 

Convulsions may call for the use of chloral 
hydrate; occasionally convulsions may be a re- 
sult of tetany and are treated from that stand- 
point. The fluid intake should be well main- 
tained. Fruit juices and gingerale are often 
more acceptable and better retained than water. 
In the absence of abdominal distention small re- 
tention enemas given every three or four hours 
are helpful in increasing the liquid intake. At 
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times it is impossible to administer adequate 
liquids except by intravenous or subcutaneous 
routes, and either five or ten per cent. glucose 
solution in saline may be used. The color and 
concentration of the urine are good indices as to 
adequacy of liquid intake. Arena* has shown the 
value of blood transfusion in selected cases of 
pheumonia and while pneumonia has often been 
considered a contraindication for blood transfu- 
sion that idea has little basis. No definite ex- 
planation for its beneficial effect has been sug- 
gested, but frequently severe dyspnea and cyan- 
osis are improved by it. Streptococcic pneumonias 
should have transfusions early. Sulfanilamide 
may prove of value in certain of the pneumonias 
but there is not enough data regarding its use in 
pneumonia as yet. 

Children with pneumonia are subject to super- 
infection and should be isolated, and special care 
taken to preyent their contact with infections of 
other types, particularly streptococcal. This is 
true both at home and in the hospital. Daily 
examination of the patient is important. Otitis 
media and empyema are treated as they arise. 
Cyanosis and dyspnea are best treated by oxygen, 
the tent being the means of choice although there 
are other methods. 

Promiscuous use of enemata is contraindicated. 
These must at times be used to evacuate the 
bowels and for fever. When distention is present 
stupes may be employed and if the distention is 
intractable some complication is probably present 
and should be looked for. Stimulants are rarely 
necessary except in collapse when adrenalin in 
doses of two to five minims may be used. Caffein 
sodium benzoate and coramin are also excellent 
stimulants. Whisky has a place, many think, 
particularly in weakened and debilitated children. 
Local applications such as counterirritants have 
largely been discarded. In the absence of 
tympanitis mild laxatives as mineral oil or milk 
of magnesia are preferable to enemata. Frequent 
enemas are harmful and drastic purges definitely 
contraindicated. 

Tympanitis is probably a manifestation of 
general intoxication and is a grave sign. Ordi- 
nary enemas and stupes may control the disten- 
tion but occasionally glycerine enemas and pitui- 
trin are necessary. All cases of pneumonia in 
children do not need hospitalization. In severely 
ill cases and where transfusion, oxygen and other 
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procedures are indicated, the hospital care is most 
satisfactory. : 
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THE DIFFERENTIAL DIAGNOSIS OF 
PULMONARY LESIONS FROM THE 
ROENTGEN STANDPOINT 
ApoLen Hartune, M. D. 

CHICAGO 


It is a well established fact that some pul- 
monary lesions may be associated with patho- 
logical changes whose roentgenologic manifesta- 
tions cannot be correctly interpreted in relation 
to disease entities without the help of informa- 
tion derived from other sources. On the other 
hand many of them produce symptoms and signs, 
which can lead to a correct diagnosis only with 
the aid a roentgen examination can furnish. It 
is the purpose of this paper to present some of 
the more commonly encountered conditions of 
this nature and demonstrate how the roentgen 
findings may serve in their differentiation. 

Before discussing the differential aspects of 
these lesions it may be well to review briefly the 
anatomic basis upon which visualization of the 
various lung structures roentgenologically de- 
pends, and how these shadows may be altered 
by pathologic processes involving the different 
constituents which enter into its make-up. The 
relative radiolucency of the lung fields which 
makes it possible to demonstrate pathologic pro- 
cesses there which cannot be visualized elsewhere 
depends almost entirely upon the air content in 
the alveoli. It is generally recognized that the 
hilum shadows and linear markings are summa- 
tion densities of which the blood vessels with 
their contents furnish the major portion and 
the bronchi, interstitial tissues, and lymphoid 
structures are contributing factors. The amount 
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of these shadows is largely dependent upon tech- 
nical factors, and exactly what constitutes a nor- 
mal image is in great measure a matter of in- 
dividual impression rather than a standard 
concept. 

Pathologic changes involving any one of the 
lung structures or a combination of them may 
result in density variations demonstrable « roent- 
genologically, which, by their distribution, ex- 
tent or nature may be ascribed to definite dis- 
ease processes. Thus appreciable increase of the 
hilum shadows, linear markings, localized or 
generalized replacement of air content by cellular 
or fluid accumulations in an irregular or diffuse 
and sharply circumscribed manner, disintegra- 
tion of lung tissue of variable extent and other 
alterations or additions to the normal lung shad- 
ows, may permit of deductions or inferences 
upon which probable diagnoses may be based. 

Differential diagnosis from the roentgen 
standpoint must of necessity be based upon devia- 
tions from the normal. One of the chief diffi- 
culties encountered in connection with lung 
examinations is the fact that previous diseases 
involving the respiratory tract may have left 
residual changes which have absolutely no rela- 
tion to existing symptom-producing _ lesions. 
Some of these changes may be readily recognized ; 
others may be of such a doubtful nature that 
their significance is questionable as far as their 
relationship to active pathology is concerned. An 
interpretation of “increase of hilum shadows and 
linear markings” may justifiably be made in 
connection with almost every adult chest. In 
view of this fact it seems warranted that im- 
portance be attached to these findings only when 
such changes are markedly at variance with 
average observations. 

A few words on roentgen technique in rela- 
tion to differential diagnosis may be apropos. To 
be reliable the examination should be thorough. 
A single film may be adequate only in the more 
obvious lesions. Whenever possible, fluoroscopic 
observations should precede the film examination 
so that both static and functional variations may 
be ascertained. The screen examination can de- 
termine the planes in which pathology may be 
best demonstrated on the film, and indicate the 
need for exposures at different angles or varying 
densities. Lateral exposures are frequently indis- 
pensable, and sometimes questionable findings 
on the original examination may require check- 








244 ILLINOIS MEDICAL JOURNAL 


up observations for confirmation. Repeated ex- 
posures at intervals to show progressive changes 
may be necessary before definite conclusions can 
be reached. Ordinary examinations may suggest 
the need for special procedures for differential 
purposes such as iodized oil injections, paracen- 
tesis or artificial pneumothorax. 

Acute conditions with typical manifestations 
seldom require roentgen studies for their recog- 
nition, but when they are atypical or occur under 
unusual circumstances the help which such 
studies can give may be essential for correct 
diagnosis. Acute bronchitis, foreign body aspira- 
tion, the pneumonias, acute pneumonic types of 
tuberculosis, acute miliary tuberculosis, post- 
operative atelectasis, pulmonary infarcts, pleur- 
isy with or without effusion, spontaneous pneu- 
mothorax and pulmonary congestion and edema, 
may all originate under conditions when a roent- 
gen examination may be indicated for differential 
diagnosis. 

Acute bronchitis, by its essentially negative 
roentgen findings, readily identifies itself by 
contrast with the positive ones in practically all 
of the other conditions mentioned. The hilum 
shadows and linear markings may be increased, 
due to the inflammatory congestion and secretion 
formation associated with it, but this may so 
closely approximate the average as to be indis- 
tinguishable from it in the absence of comparable 
films of the same chest prior to the onset. 

In the case of suspected foreign body aspira- 
tion the roentgen examination may, of course, 
give unequivocal evidence if such a body is di- 
rectly demonstrable, Non-opaque bodies which 
partially or completely obstruct a bronchus may 
also give reliable information in the form of an 
atelectasis or obstructive emphysema. In infants, 
and exceptionally even in adults, the onset of an 
acute cough without satisfactory clinical explan- 
ation should suggest the possibility of foreign 
body aspiration as a cause, and lead to a thorough 
and adequate roentgen study. 

The pneumonias may occasionally require 
roentgen studies at time of onset or in the acute 
stage for determining their presence or nature. 
The frankly lobar type is usually easily distin- 
guished by its localization. When it occurs post- 
operatively it may be differentiated from post- 
operative atelectasis by the fact that there is no 
mediastinal shift towards the side of the density 


or other change commonly associated with the 
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latter condition. Pleurisy with effusion, which 
may cause densities comparable to those of a 
massive pneumonia or massive collapse, causes 
mediastinal pressure displacement away from the 
density by which it may be readily recognized. 
The acute lobar type of tuberculosis may exactly 
duplicate the findings of an ordinary lobar 
pneumonia at its onset, but a roentgen examina- 
tion in the later stages can usually differentiate 
easily between resolution changes of the latter 
and progressive changes of the former. 

The bronchopneumonias present irregular bi- 
lateral mottling which ordinarily is sufficiently 
characteristic to be diagnostic. However, acute 
tuberculous bronchopneumonia may simulate it 
closely, but the fact that in the latter there is 
a predilection for involvement of the upper lobes 
and associated evidences of a pre-existing tuber- 
culous lesion are usually present, may serve to 
differentiate them. 

Pneumonic infarcts in their early stages or 
when small may produce no characteristic 
changes. When demonstrable they may be rec- 
ognized by a diffuse density which has its base 
at the periphery of the lung and tapers off 
gradually in a wedge-shaped manner towards the 
hilum. 

Acute miliary tuberculosis when it presents 
typical minute soft densities uniformly distrib- 
uted throughout both lung fields need rarely be 
mistaken for any other condition. Most other 
small disseminated densities in the lung fields 
such as may occur with carcinosis, pneumo- 
coniosis, aspergillosis, syphilis with miliary gum- 
mata, or healed miliary tuberculosis, are defi- 
nitely larger or nodular, less evenly distributed 
or denser due to lime salt impregnation. 

Acute pulmonary congestion and edema may 
usually be recognized by the marked bilateral in- 
crease of the hilar shadows and tapering increased 
densities of the linear markings extending into 
the parenchyma, often most prominent towards 
the bases of the lungs. If there is associated 


edema the picture is usually obscured by a hazy 
blurring adjacent to the areas of increased 
density. 

Acute pleurisy ordinarily gives no roentgen 
findings of value, but an examination made when 
it is suspected may reveal associated intrapul- 
monary pathology or the presence of an unsus- 
pected spontaneous pneumothorax whose presence 
may be easily recognized by the appearance of 
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the collapsed lung and a lung-free air-contain- 
ing pleural cavity. 

In subacute pulmonary lesions or sequellae 
of the acute ones the need for roentgen examina- 
tion is far greater than in acute ones to deter- 
mine the nature of the lesion. Conditions which 
start acutely with typical manifestations justify- 
ing a clinical diagnosis of a particular disease 
may be unduly protracted, or new symptoms may 
develop suggesting either a faulty primary diag- 
nosis or the development of complications or se- 
quellae. In these cases the roentgen findings 
frequently are of the utmost value. 

A postoperative cough simulating a bronchitis 
may be the precursor of a pneumonitis or lung 
abscess and the roentgen examination is of great 
value in its detection. The more or less limited 
area of increased density with subsequent lique- 
faction and cavity formation showing a fluid 
level with air above it is hardly to be mistaken 
for any other condition. Where abscess forma- 
tion occurs following pneumonia the findings 
may be complicated by residual changes of that 
condition, but even there the changes are usually 
sufficiently characteristic to be diagnostic. Tu- 
berculous cavities rarely present findings which 
are apt to be confused with ordinary abscess. 
Other changes of a tuberculous nature are usu- 
ally associated with it; the cavity often is sur- 
rounded by a dense area of fibrous tissue and 
rarely contains demonstrable fluid accumulations. 
Abscesses developing in connection with bron- 
chiectasis usually occupy the bases of the lungs. 
They are accompanied by more or less char- 
acteristic changes of the bronchiectatic process 
and seldom present as definite abscess cavities. 
Bronchogenie carcinoma with central necrosis 
may present findings almost identical with those 
of an ordinary abscesss, and not infrequently 
their true nature is discovered only at operation 
or autopsy. However, in the majority of these 
cases the carcinomatous nature of the process is 
evidenced by the greater density of the sur- 
rounding tissue which also is more circum- 
scribed. 

Localized emypema cavities may at times be 
extremely difficult to differentiate from abscess 
cavities, especially if the source of infection is 
a gas-producing bacillus or if there is an asso- 
ciated bronchial fistula which permits air to col- 
lect above the localized pus accumulation. When 
both abscess formation and empyema exist sim- 
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ultaneously the establishment of this fact may 
require considerable ingenuity in examination 
methods to demonstrate that fact. lIodized oil 
injections may be of value in some of these cases. 

Congenital lung cysts may present pictures 
strongly resembling those of abscess formation. 
The demonstration of a thin-walled limiting 
membrane and absence of inflammatory changes 
in the surrounding structures is usually suffi- 
cient for identification. 

Pneumonic processes deviating from their 
usual course may present a variety of findings 
on the roentgen examination which may clear 
up the reason for such variations. It may dem- 
onstrate a slowly progressive type of infection 
with spread to successive areas. Delayed reso- 
lution with tendencies towards a chronic inter- 
stitial pneumonia may be in evidence. Ab- 
scess formation or gangrene may be revealed 
by it. The latter may be recognized by the 
presence of complete disintegration of the lung 
area involved. It may demonstrate the pneu- 
monic process to be of tuberculous origin by the 
irregular dissolution and cavity formation. Mas- 
sive emypema may be shown by diffuse over- 
shadowing of the lung fields with mediastinal 
displacement or an encysted accumulation of 
pus may be demonstrated by localized densities. 
A foreign body which may have been obscured 
previously by the densities of the inflammatory 
infiltrations may become visible when these have 
disappeared or become less marked. 

Chronic pulmonary lesions probably offer the 
most important indications for roentgen exam- 
inations for differential diagnosis. Chronic 
bronchitis, bronchial asthma, emphysema, bron- 
cial stenosis, bronchiectasis, pneumoconiosis, pul- 
monary congestion, pulmonary tuberculosis, 
syphilis, mycotic infections, lung tumors, and 
pleuritic lesions, as isolated or co-existing con- 
ditions, may all present similar symptoms and 
signs which may render their clinical recog- 
nition difficult or impossible. In some of them 
the roentgen examination adds little to the clin- 
ical diagnosis other than to rule out the presence 
of associated lesions. In most of them, how- 
ever, it presents conclusive evidence which may 
confirm or establish the diagnosis. 

Chronie bronchitis and bronchial asthma com- 
monly present increase of hilum shadows and 
linear markings due to an interstitial fibrosis, 


but this may be identical with similar changes 
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due to other causes. The greatest value of the 
roentgen examination in connection with these 
conditions lies in being able occasionally to dem- 
onstrate the presence of other lesions which may 
be responsible for the symptoms present. This 
also constitutes a valid reason for examination 
of cases of emphysema where the cause for it is 
questionable, 

Bronchial stenosis may present a variety of 
changes depending upon the degree of obstruc- 
tion and the cause for it. Where the obstruction 
is complete atelectasis occurs which causes the 
area of lung involved to become dense, and sec- 
ondarily results in a mediastinal shift towards 
it. Where the condition is due to an opaque 
body or to a tumorous mass in the lungs or 
mediastinum these causative lesions may also 
be in evidence. If the obstruction is partial or 
valve-like it may produce an obstructive emphy- 
sema which may be readily diagnosed by observa- 
tions made during inspiration and expiration 
when shifting of the mediastinum is observed 
due to the varying pressures on the two sides. 
Iodized oil injections into the bronchi may give 
additional information by visibly outlining the 
areas of obstruction or giving other information. 

Bronchiectasis, unless associated with other 
lesions of which it is a part or complication, 
may readily be recognized even on plain films 
when fairly well advanced. A predilection for 
lower lobe involvement, increase of hilum shad- 
ows and linear markings with irregular densities 
obscuring the heart and diaphragmatic outlines 
is almost pathognomonic in typical cases. Even 
though the diagnosis may be fairly certain bron- 
chography is usually indicated for confirmation 
and additional information relative to extent and 
nature. Although increase of hilum shadows 
and linear markings is a constant accompani- 
ment of practically all cases, this constitutes 
the lease reliable sign for diagnosis and it must 
usually be checked by an iodized oil injection 
for verification. An atelectasis which has been 
present for a considerable time and which may 
be recognized roentgenologically as a dense tri- 
angular shadow adjacent to or behind the heart 
with secondary cardiac displacement is almost 
always accompanied by a bronchiesctasis within 
it as may be demonstrated by bronchography. An 
unexplainable cardiac shift should be suspected 
of being associated with this combination of 
lesions and even in the absence of demonstrable 
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atelectasis an iodized oil injection is indicated 
if a chronie productive cough is present. Con- 
solidations of the lung which may be readily rec- 
ognized as more or less regular, localized densi- 
ties, be they of atelectatic or other origin, sooner 
or later develop bronchiectatic changes unless 
they are in the nature of solid neoplasms. Here 
also the iodized oil injection can give valuable 
aid in differential diagnosis. Localized or en- 
cysted pleural effusions may sometimes simulate 
an atelectasis or other consolidations but their 
shape, location and secondary manifestations 
ordinarily serve to make the differentiation. A 
bronchiectasis associated with pulmonary tuber- 
culosis or abscess formation invariably requires 
an iodized oil injection for its demonstration. 

Pneumoconiosis, of which silicosis is the. com- 
monest representative, is one of the most fre- 
quent conditions in which roentgen findings are 
relied upon for differential diagnosis. In the 
early stages, characterized mainly by interstitial 
fibrosis with increase of hilum shadows and linear 
markings, the condition may hardly be identified 
with certainty from the roentgen appearance. 
Later, when the typical soft nodular densities ap- 
pear mainly in the middle lung fields with the 
absence of calcification or lung findings char- 
acteristic of some other pulmonary lesion, the 
findings are quite conclusive. Still later when 
confluence of the nodular densities has occurred 
to form irregular dense patches, absence of in- 
volvement of the apices and the presence of re- 
maining more or less discreet densities usually 
permits of differentiation from tuberculosis which 
it may resemble closely. Where the two condi- 
tions coexist as not infrequently occurs, calicfica- 
tion, cavity formation or apical involvement to- 
gether with the more or less distinctive findings 
of silicosis may serve to establish the fact. 

Passive pulmonary congestion may be asso- 
ciated with marked increase of the hilum shad- 
ows and linear markings, but these can usually 
be distinguished from similar changes due to 
interstitial fibrosis by their tapering extensions 
into the lung field and less sharply defined con- 
tours. The presence of cardiac changes or evi- 
dences of fluid accumulations in the pleural cav- 
ities or interlobar fissures may simplify the dif- 
ferentiation, 

The differentiation of pulmonary tuberculosis 
enters into practically every chronic lung lesion 
from the roentgen standpoint. The problem is 
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complicated by the frequent occurrence of evi- 
dences of old healed tuberculous processes in 
the form of calcification and fibrosis which may 
or may not be associated with activity. The 
varied manifestations it presents depending upon 
the type, stage of development, predominating 
pathologie changes and possible complications 
may simulate, roentgenologically, not only the 
conditions previously considered but a variety 
of others. 

Hilum tuberculosis during the active stage of 
development may usually be recognized by soft 
glandular enlargements in the hilar regions 
with more or less irregular extension of increased 
densities into the parenchyma. Acute pneu- 
monic processes may resemble it, but rarely if 
ever do chronic lesions present the same picture. 
In the later stages more or less fibrosis and cal- 
cification may occur which also leads to fairly 
characteristic pictures. 

In the adult type of tuberculosis the pres- 
ence of soft fan-like densities in the apices or 
infraclavicular spaces offer little difficulty in 
differential diagnosis. Multiple soft irregular 
densities mainly in the upper lobes likewise are 
quite characteristic. When they occur in the 
lower lobes the interpretation of their being of 
tuberculous origin is less certain and iodized oil 
studies may be needed to distinguish them from 
bronchiectasis. Confluent tuberculous infiltra- 
tions may cause extensive areas of irregular 
consolidation, at times assuming lobar configura- 
tions, but their appearance rarely leaves much 
doubt of their nature. The presence of localized 
radiolucent areas within the areas of infiltration 
renders the probability of the process being tu- 
berculous more certain. Mycotic infections may 
produce pictures almost identical with tubercu- 
losis, and only the demonstration of the organ- 
ism may serve to differentiate them. Excep- 
tionally, blastomycosis may be recognized in 
spite of the similarity of findings by its tending 
to spread to the surrounding bony structures 
which may be evident in the films. The lympho- 
blastomata also may produce infiltrations in the 
parenchyma which may be indistinguishable 
roentgenologically. 

Tuberculosis of the fibroid type rarely causes 
much trouble in its recognition. The presence 
of more or less extensive, irregular dense shad- 
ows especially in the parenchyma of the upper 
lobes with evident traction displacement of the 
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mediastinal structures, together with the fre- 
quently associated shadows due to cavity forma- 
tion, presents a picture which leaves little doubt 
as to the nature of the condition. A chronic in- 
terstitial pneumonia is more likely to be localized 
and the changes usually are much less marked 
and irregular. Some cases of bronchogenic car- 
cinoma may present confusing shadows, but these 
also are usually more limited and less likely to be 
associated with evidences of inflammatory reac- 
tions. Fibroid phthisis as well as other lesions 
of an indurative nature may be accompanied by 
localized areas of emphysema resulting in cir- 
cumscribed areas of increased radiolucency. 
These seldom present the appearance of abscess 
or other cavity formation, and realization of the 
possibility is usually sufficient for their dif- 
ferentiation. 

Pulmonary syphilis fortunately is uncommon 
and rarely enters into the question of differential 
diagnosis. It may occur in the form of an in- 
filtrating fibrosis resulting in an increase of the 
linear markings or multiple gummata of variable 
size producing nodular or tumor-like shadows 
which are ordinarily ascribed to some other con- 
dition. It is only when they occur in a syphi- 
litic in whom the suspected lesions can be ruled 
out, and when the shadows disappear after anti- 
luetic treatment, that their identity may be ac- 
cepted as established. 

Pulmonary tumors form another group of le- 
sions which are readily demonstrable roentgen- 
ologically, but frequently present difficult prob- 
lems both in differentiating them from each other 
or from other pulmonary conditions which they 
may simulate. Benign tumors are of rare oc- 
currence and are usually thought of as possibili- 
ties when a single sharply outlined dense shadow 
presents itself within the lung fields which shows 
very little tendency to growth as revealed by 
interval examinations. An iodized oil injection 
or diagnostic pneumothorax may serve to demon- 
strate its intra-pulmonary origin and thus dif- 
ferentiate it from a benign thoracic wall tumor 
or an encysted fluid accumulation. 

Bronchogenic carcinoma may present a variety 
of pictures depending upon its type, location, ex- 
tent of development and complications, because 
of which variations it may resemble many other 
conditions. It may develop as an infiltrating 
growth and produce irregular densities extending 
into the parenchyma from the hilum region, or it 
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may form numerous small nodular masses or a 
single large one in the parenchyma. It may oc- 
clude a bronchus and cause an atelectasis, extend 
to the pleura and result in fluid accumulation in 
the pleural cavity, or invade the surrounding bony 
structures. It may undergo a central neurosis 
or become gangrenous. All of these possibilities 
produce more or less characteristic roentgen im- 
ages of the particular pathologic process, and 
a combination of them may suggest the nature of 
the causative lesion, but bronchoscopy or biopsy 
examinations are usually required for accurate 
interpretation. 

Metastatic tumors, when they present them- 
selves as multiple localized soft tissue densities 
in the lung field, as is usually the case, are 
very easy of recognition. Sometimes, however, 
they occur as infiltrations or nodular growths in 
which case only a knowledge of an associated 
primary malignancy will suggest their real na- 
ture. They, too, may be associated with com- 
plications similar to those of bronchogenic car- 
cinoma which may obscure them or make their 
recognition impossible. 

Finally pleuritic conditions occurring as in- 
dependent or complicating lesions may have an 
important bearing on the differential diagnosis 
of pulmonary lesions. Adhesions, pleural fibro- 
sis or calcification, localized or generalized fluid 
accumulations, and rarely tumor formation, may 
all serve to complicate the picture and require 
the utmost skill in their detection. Similarly, 


lesions of the structures in the mediastium may — 


simulate lung lesions, or vice versa, and may 
have to be differentiated. 

In conclusion it may be well to emphasize the 
fact that the differential diagnosis of pulmon- 
ary lesions roentgenologically in practice is far 
from being the seemingly easy thing it is in 
theory. The separation of residual changes due 
to previous pathological processes from recent or 
active ones may tax one’s skill to the utmost 
and then be impossible. Coexisting lesions may 
so modify the picture ordinarily presented by 
either one alone as to preclude the possibility of 
determining the presence of either one of them 
with certainty. In the diagnosis of pulmonary 
lesions the need for correlation of the roentgen 
findings with information to be obtained from 
other sources is probably more essential than in 
any other field of medicine if accurate and re- 
liable interpretations are to be made. 
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INTRADERMIC IMMUNIZATION 
AGAINST SCARLET FEVER 


C. A. EARLE, Ph. B., M. D. 
DES PLAINES, ILLINOIS 


In 1924 the Dicks elaborated their scarlet 
fever toxin. The standard of measurement they 
called a Skin Test Dose, which is the amount 
of toxin injected into the skin which will pro- 
duce an area of redness 1 to 2 cm. in diameter. 
Up to this time, St. Mary’s Training School, 
an orphanage numbering 700 to 809 children, 
had been frequently visited by this disease. Early 
in 1924 I gave the test to 794 children with 
material prepared by Dr. Gladys Dick. The 
results were almost tragic. Within 24 to 48 
hours we had two dormitories full of very sick 
children. Many arms were red and swollen from 
fingers to shoulders, two were in convulsions all 
day and 25 or 30 developed abscesses. However, 
the unwearying Dick family kept on and defi- 
nitely showed that their toxin would not only 
determine the immunity status, but would also 
actively immunize humankind if given in proper 
doses, properly spaced. These doses have been 
increased so that for the last few years they 
have recommended 115,000 S.T.D. in five di- 
vided doses a week or so apart. These five doses 
will immunize about 90% for several years. 

Notwithstanding the success of this method 
of immunization the rank and file of the med- 
ical profession have been slow to practice it. 
I recall that diphtheria prevention met the same 
opposition in the early years. About the time 
that Park and Zingher had shown the efficacy 
of T.A. mixtures for prevention of diphtheria, 
I offered to test Dr. Billing’s and Dr. Babcock’s 
grandchildren. After consulting a high priest of 
pediatrics, who told them it was dangerous, they 
refused. However, later I gave the injections 
to Dr. Babcock’s grandchildren. 

The hesitancy of the profession in taking up 
scarlet fever prevention is due to two causes: 
first, because this disease has been mild in type 
the last few years. However, it is estimated 
that 50% of the mild cases are followed by ear, 
kidney, or heart trouble. Certainly such a dis- 
ease, numbering around 22,000 cases a year in 
Illinois, merits attention. The other deterring 
factor is the number of injections prescribed 
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by the Dicks, and the unpleasant local and gen- 
eral reactions which often attend these sub- 
cutaneous injections. 

It has been known for years that the skin has 
a biologic function in addition to its mechanical 
or protective function. Tuft immunized indi- 
viduals against typhoid by intradermic injec- 
tions of small doses of typhoid vaccine more 
effectively than by any other method. Goldman, 
Hershberger and others have actively immunized 
rabbits, and also humankind, against the three 
types of pneumococcus infections by the intra- 
dermal injections of the respective vaccines. 

Robinson, of West Virginia, and Veldee of 
the Public Health Department, have shown that 
about one-tenth of the amount of the toxin pre- 
scribed by the Dicks, if given into the skin, 
promises to be as effective as the large amount 
given subcutaneously, and is unattended by un- 
pleasant local and general reactions. Equally 
interesting is the probability that this smaller 
amount may be given in three, or perhaps two, 
divided doses. 

This method appealed to me, and since the 
resulting immunity is probably in proportion to 
the amount of toxin given, I tried increasing 
amounts for the first dose. I found that 1,600 
S.T.D. is about the most that can be given for 
the first dose, 4,000 S.T.D. for the second dose 
and 8,000 to 10,000 for the third and last dose. 
It is not difficult to measure these doses di- 
rectly from the little bottles of toxin prepared 
under the odious Dick patent. They should be 
spaced two to three weeks apart. 

I give these injections on the outer side of 
the arm above the elbow. I have now given 
over 500 intradermic injections in doses from 
50 to 9,000 8.T.D. without unpleasant local or 
general reactions excepting one girl who had a 
fever of 101° for a day. 

At one time I gave a group of 54 children 
three doses, 800-4,000-8,000 S.T.D., respectively. 
A retest showed 87% negative. I gave another 
group of 61 children 1,600-4,000-8,000 S.T.D. 
The retest resulted the same—87% negative. 

Sufficient time has not elapsed to say how 
long the immunity resulting from intradermical 
injections will last. In all probability it will 
last for years. 

It seems there may be other advantages in the 
use of scarlatinal toxin, for Levison has re- 
ported that pooled or individual convalescent 
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scarlet fever serum has been used with benefit 
in the treatment of diverse streptococcus infec- 
tions. If this is so, it requires no stretch of 
imagination to assume that a person actively 
immunized against scarlet fever may be less sus- 
ceptible to other streptococcus infections. 

This contention is supported by the labora- 
tory study of hemolytic streptococci which shows 
that the toxins of many strains are neutralized 
by scarlatinal antitoxin, and are so nearly re- 
lated that they cannot be differentiated qualita- 
tively by any known test. 

I fail to see the consistency of those who 
recommend immunizing nurses, orphanages and 
other institutional life but do not employ it in 
general practice. Scaret fever is the same dis- 
ease in the home that it is in an institution. It 
spreads from child to child and from family to 
family. "1 

The family doctor and pediatrician should 
take an interest in the technique of intradermic 
injection not only for its use in scarlet fever, but 
because the future may make use of this proce- 
dure for the cure and prevention of other dis- 
eases. 

All children should be Dick tested even if the 
susceptibles are not immunized. It is certainly 
important for parents to know the immunity 
status of their children. All susceptible children 
should be immunized. 





MEDICAL TREATMENT OF PATIENTS 
WITH JAUNDICE 


Stpney A. Portis, M. D. 


Associate Clinical Professor of Medicine 
Rush Medical College 


CHICAGO 


When a patient presents himself with icterus 
or jaundice one of the important clinical con- 
siderations is to decide whether the icterus is of 
biliary or extrabiliary origin, meaning by biliary 
origin anything that has to do with the liver or 
extrahepatic bile passages. If one bears in mind 
that bilirubin is formed in the _ reticulo- 
endothelial system and brought to the liver by 
means of the blood stream, and in its passage 
through the polygonal cells of the liver it is dis- 
sociated with its protein radicle as measured by 
the van den Bergh test, then the differential 
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diagnosis of jaundice becomes relatively more 
simple. 

We therefore mean by the extrahepatic form 
of jaundice that form which has nothing to do 
with the liver per se, but which has to do with 
a more rapid formation of bilirubin than the 
liver is able to take care of, and the liver thresh- 
old for the secretion of bilirubin is not raised. 
This excess of bilirubin, accumulating in the 
blood stream, produces a type of jaundice which 
discolors the skin but unless there is a super- 
imposed infection it does not discolor the urine. 
This type is commonly found in hemolytic con- 
ditions which are familial or acquired, and fre- 
quently follows trauma with resulting hema- 
tomas. This condition gives a classically indirect 
van den Bergh, and it does not primarily con- 
cern our discussion this morning. However, the 
form of jaundice which is associated with bile 
tract disease is the most common form, and it 
is not my purpose to go into the differential 
diagnosis of the cause at this time, but merely 
to emphasize that frequently there is a biphasic 
van den Bergh and an icterus index as a rule 
above 20. When the bilirubin content of the 
blood stream gives an icterus index below 20 
and no clinical evidence of jaundice, we term 
this condition “latent jaundice.” 

Obstructive hepatic jaundice was previously 
thought to be the more common cause of jaun- 
dice. However, with our increasing knowledge 
of liver disease, we find that toxic and infectious 
jaundice are the more common forms. In other 
words, mechanical obstructive or regurgitant 
jaundice is certainly not as frequent as toxic, 
infectious, or retention jaundice. By far the 
most common cause for the toxic and infectious 
type is cholecystitis. It is to be remembered that 
you cannot have gall bladder disease without 
some corresponding degree of hepatitis. Jaun- 
dice in this condition is associated with two 
factors: first, that the parenchymatous involve- 
ment of the liver raises the liver threshold for 
the secretion of normal serum bilirubin, and 
therefore some of it is retained in the blood 
stream, and that which does pass through the 
polygonal cells may find some obstruction in the 
finer bile capillaries or ducts and is again forced 
back into the general circulation either through 
absorption in the lymphatics or blood stream. 

It is therefore reasonable to assume that in 
gallbladder disease with jaundice we have defi- 
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nite evidence of liver impairment. This impair- 
ment may subside with the subsidence of the 
gallbladder pathology or healing may take place 
by connective tissue changes and produce a mild 
to severe form of cirrhosis. Liver damage, as- 
sociated with this and other conditions, is the 
reason for this presentation this morning. 

When a patient is disabled with jaundice and 
you have ascertained that it is due to liver and 
associated organ involvement the problem that 
next concerns you is how much liver damage 
have you. Numerous liver functional tests have 
been suggested. However, all of them except 
those which have definite physiological signifi- 
cance are open to some clinical criticism as to 
their correctness in evaluating liver pathology. 

I am sure that many of you have seen a liver 
that is riddled with a carcinomatosis give a 
normal or near normal liver functional test with 
one of the dye methods. The physiologic methods 
of evaluating liver function are for clinical pur- 
poses three in number: first, the amount of bili- 
rubinemia; second, the cholesterol ester fraction 
of total cholesterol; third, the total serum pro- 
tein and albumin globulin ratio. We have dis- 
cussed the first physiologic observation. The 
esterification of cholesterol is known to go on 
in the liver, the so-called ester “sturz.” In liver 
damage, the cholesterol ester fraction of total 
cholesterol is markedly diminished. Approxi- 
mately 70% of the cholesterol in the blood 
stream is the form of cholesterol ester, and when 
it goes below 50% it is indicative of definite liver 
damage, so this should be a routine observation 
in cases of patients with jaundice. Normally the 
relation of albumin to globulin in the blood 
stream is four or three to one. In cases of liver 
damage this may be on a one to one basis or even 
the globulin on a two to one basis. This has 
been taken as definite evidence of liver damage. 
However, it is to be remembered that in protein 
loss, particularly with nephrosis, a similar rela- 
tion of albumin and globulin ratio may be 
brought about. : 

Further, there has been some discussion as to 
the relation of calcium to liver disease. How- 
ever, evidence of this at the present time is con- 
troversial. If, then, we have a patient who has 
jaundice and we know that we are dealing with 
liver damage, the problem that confronts us is 
how should we manage this patient and what 
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should be our criteria as to improvement in the 
patient’s condition. 

In order to understand the therapeutic ap- 
proach to this problem the physiology of the 
liver and its metabolism must be borne in mind. 
It is well known that the liver is a storehouse 
for glycogen and that it receives its sugars to 
be metabolized into glycogen from the intestinal 
tract. Whether this sugar is absorbed with phos- 
phatase is of no consideration here this morn- 
ing. The very fact that the liver can take up the 
sugars absorbed from the intestinal tract and 
metabolize them is evidence of liver function. 
It seems that when the glycogen content of the 
cell is diminished that other associated functions 
of the liver are also involved. When this damage 
occurs apparently the liver threshold for the 
utilization of sugars from the gastro-intestinal 
tract is also impaired. 

For these reasons, it is important to do every- 
thing one can to give the liver a higher store of 
sugar. In order to do this two factors are of im- 
portance: one, the total amount of sugar given ; 
two, the rate at which sugar is given. It has been 
found that in the damaged liver the rate of 
sugar administration, that is, the concentration 
of sugar in the blood, is much more important 
than the total amount in getting sugar into the 
liver. For this reason and others, it has been 
found, both clinically and experimentally, that 
giving glucose intravenously to patients is a 
much better method than trying to resort to 
absorption from the gastro-intestinal tract. The 
sugar then reaches the liver in a much higher 
concentration than would ordinarily happen 
through the normal mechanism of absorption. 

In my experience I use 10% glucose with or 
without saline and give it at the rate of 30 drops 
per minute intravenously. I do not give it too 
rapidly as I think that the increased load on 
the heart will sooner or later lead to right ven- 
tricular failure which, in turn, will produce a 
passive hyperemia of the liver, and which, in 
turn, will defeat the very purpose that you are 
trying to improve. I cannot too strongly urge 
you to be conservative in the rapidity of the 
rate of flow of intravenous solutions. Insulin 
has been given by some with intravenous solu- 
tions, but in a patient who is a nondiabetic 
there is no indication for the use of insulin. The 
normal metabolic factors for the utilization of 
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glucose are sufficient to take care of the increased 
load from intravenous therapy. 

If a patient is not extremely ill I usually resort 
to a high carbohydrate, low fat, maintenance 
protein diet. Patients are allowed to have six 
feedings a day from this diet. They are advised 
in the morning to take small doses of effervescent 
sodium phosphate, and in addition, if these pat- 
ients are jaundiced, I give them about five to ten 
grains of potassium iodide three times a day. It 
has been my experience in cases of liver damage 
that iodides seem to have some beneficial effect 
on restoring liver function. In addition to the 
high carbohydrate diet one can, of course, resort 
to other methods of giving sugars. In cases of 
liver damage with jaundice, in which there is 
apparently no definite etiological factor and the 
gallbladder does not seem to play a dominant 
role, in spite of the negative serological findings 
for syphilis, one may be justified in giving mer- 
cury or bismuth hypodermically. Occasionally 
you may find that you are dealing with an occult 
luetic hepatitis. Some 50% of the patients who 
have luetic hepatitis at times may give negative 
serological findings. Clinical improvement has 
been noted in some of the patients following the 
administration of these drugs. 

In cases of gallbladder disease in patients 
who have had a previously damaged liver, and 
the function of the liver has now returned to 
near normal, one may consider the justification 
for surgical intervention. However, in the pres- 
ence of jaundice one should withhold surgery 
until it subsides to a near normal level and other 
physiological methods indicate evidence of an 
increased liver reserve. If we are to prevent the 
possibility of a so-called acute hepatic insuffi- 
ciency developing with or without surgical in- 
tervention, and particularly with surgical inter- 
vention, you must bear in mind that the liver 
reserve should be increased in order to withstand 
the increasing load resulting from surgery in 
or about the gallbladder region, 

It is my feeling that all patients with gall- 
stones, unless they are poor surgical risks, should 
be treated surgically. I see no reason to treat 
calculus disease medically, because I am sure 
that there is more danger in allowing this condi- 
tion to remain dormant in a patient than the 
risk of surgical intervention in a properly pre- 
pared patient. I need not call your attention to 


the possibility of the development of a suppura- 
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tive cholecystitis with its coexisting damage and 
increased morbidity and mortality, or to the fact 
that a toxie cirrhosis may develop from gall- 
bladder disease; or that in a smal) percentage of 
cases carcinoma may be engrafted on a gallblad- 
der with stones. These facts must be clearly 
borne in mind in evaluating a patient’s condition 
and it may be that there is probably far fess risk 
for a given patient to have the gallbladder re- 
moved than to allow complicating factors to arise 
as previously described. - 

In the noncaleulus gallbladder, which shows 
radiological evidence of existing pathology and 
which does not respond to medical management, 
these patients should be cholecystectomized after 
they have been in the hospital for three or four 
days, during which time you have evaluated their 
clinical picture for a surgical risk. I cannot too 
strongly urge you to be conservative before 
surgical intervention to prevent the untoward 
complications which may result from too hasty 
intervention in improperly prepared patients. 
There seems to he a great deal of desire on the 
part of physicians to do surgery i patients who 
show definite evidence of jaundice, particularly 
if ib is increasing, 

My most difficult task is to keep surgeons out 
of this type of an abdomen. { see no urgency 
for surgery in a patient who is gradually becom- 
(ng more jaundiced, especially if you are sure 
you are not dealing with an obstructive or 
mechanica) type of jaundice. Many physicians 
are distinctly disturbed by an icterus index of 
50 or 60, which is not an indication for surgery. 
lf the duodenal contents or the stools contain 
bile [ see no value from surgical intervention. 
A)) one does in surgery, in this particular type 
of case, is to produce an increasing liver damage, 
due to the trauma and disturbance of the protec- 
tive mechanism in the partially walled-off lym- 
phatics. It is much better judgment to treat 
these individuals medically by the methods pre- 
viously outlined than to have a hasty surgical 
manipulation of an nonoperative field. Finally, 
T know of no condition in the abdomen which 
calls for more careful, sane, and meticulous 
judgment than the handling of a patient with 
a diseased fiver and its associated jaundice. Con- 
servatism should be the better part of one’s valor, 
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DISCUSSION 
Dr, Edgar M. Stevenson, Bloomington, Il.: Jaun- 
dice or icterus is the term applied to the discoloration 
of the skin, conjunctivae and body fluids by bile pigment, 


It is encountered under varied circumstances and, like 
albuminuria, it is a symptom which may be caused by 


a variety of conditions. It is not a disease entity. 

Dr. Portis’ paper seems to me to be a constructive 
plea for careful diagnosis, a more complete understand- 
ing and conservative management of the patient with 
jaundice. 

In order to evaluate the jaundice problem and offer 
an intelligent prognosis to the patient with jaundice, 
it should be emphasized that icterus may occur under 
the following circumstances ; 

1. When the bile pigment formed in the cells of the 
reticuloendothelial system passes normally through the 
parenchyma) cei)s of the liver so as to reach the bile 
capillaries, but its excretion through the bile ducts is 
obstructed so that it is reabsorbed into the blood. This 
type of jaundice may well be termed the obstructive 
type in which there is bilirubinemia, bifirubinuria and 
cholemia, and the stools are clay or slate colored. 

% The hematogenous group which occur it cases of 
excessive blood destruction when more bile pigment is 
formed by the reticuloendothelia) cells than can be taken 
care of by the polygonal cells; in such cases even 
though some pigment passes normally into the bile 
capillaries there is stil) some systemic increase in the 
blood and bile in which case one finds acholuria with 
bile in the stools and an associated anemia. 

3. From injury to liver cells with suppression of 
liver function, the so-called toxic jaundice in which bile 
salts are not secreted. 

The satisfactory management of any problem is de- 
pendent on accurate diagnosis and, as Dr. Portis has 
pointed out, the medical management of the patient with 


jaundice js further dependent on a complete and 
thoughtful understanding of the physiology of the or- 


gatts involved. [ believe we can all agree that all pa- 
tients suffering from chronic obstructive jaundice and 
from icterus of the hemolytic type should be operated 
upon, as surgery offers the only hope of relief. Sur- 
gery should be postponed, however, unti) a complete 
clinica) evaluation of the patient’s risk is made. 

The non-obstructive types and toxic types present the 
problem for medical) management. The rationale of 
management which Dr. Portis has outlined is even 
better understood when one remembers that the liver, in 
addition to being a storehouse for glycogen and a man- 
viacturing plant for the production of bile, has a de- 
toxifying function which must be protected. The points 
which Dr, Portis has made in connection with the use 
and administration of glucose, the diet, the use of 
sodium phosphate and of iodides, are al] well taken, 
and J can strongly recommend these for your use. 

I join with Dr. Portis in an earnest plea for “more 
careful, sane and meticulous judgment in the handling 
of the patient with a diseased liver and its associated 


jaundice.” 
Dr. Robert Keeton, Chicago: 1 am very much inter- 











-, 1938 


Jaun- 
ration 
gment, 
d, like 
sed by 
ructive 


‘stand- 
t with 


\ offer 


indice, 


under 


of the 
gh the 


e bile 
icts is 


This 
“uctive 


a and 


ses of 
ent is 
taken 
even 
e bile 


in the 
1 with 


on of 


h bile 


is de- 
s has 
t with 

and 
ze OfFf- 
)) pa- 
e and 


rated 


Sur- 


nplete 


nt the 
le of 


even 
er, in 
man- 
a de- 
,0ints 


é Use 


se of 


aken, 


‘more 
dling 
ciated 


inter- 








September, 1938 


ested in this subject and I believe Dr. Portis has done 
us a good turn in distinguishing between these two 
types of jaundice. So often we forget that when we 
have cholecystic disease with jaundice and temperature 
we are not dealing with obstructive jaundice but with 
organisms which are invading the liver, and with toxins 
which are being absorbed and causing changes through- 
out the liver. Those are the patients Dr. Portis has 


made a plea for—to save their lives by conservative 
management. I want to go still further because we see 


these patients with cirrhosis of the liver returning. J 
wonder how many times, when we see a patient of this 
kind, we realize our full responsibility. {s it not our 
responsibility to say to such a patient: “You got by 
this time, You may have trouble in the future but we 
do know that the chances of your developing a cirrhosis 
of the liver are greater than if we had not had jaun- 
dice.” Once we get cirrhosis we are limited in our pos- 
sibilities and I believe we should look upon this par- 


ticular type of case as an individual with a potential 
cirrhosis of the liver and we should, therefore, decide 
whether we should advise him to have an interval 
operative procedure or not. 

There is another point which Dr. Portis is not anx- 
ious to stress because everybody seems to adopt that 
viewpoint; that is, when you get obstruction of the 
hepatic duct. I think our trouble is that we do not 
know when we have obstruction. If there is to bile in 
the duodenum and your patient is running a temper- 
ature, you must realize that he has a damaging process 
in the liver and that means immediate operation. Tf 
have been struck with four or five cases of cirrhosis 
of the liver in children fourteen to sixteen years of age 
and when we go back over their histories we find some 
such transitory attack of inflammatory jaundice which 
has eventuated in cirrhosis. 

Dr. Cecil Jack, Decatur: We think of jaundice as a 
yellowing of the skin, but that does not satisfy the 
patient, He wants to know why it itches and what to 
do to relieve it. 

Dr. Sidney Portis, Chicago (in closing); Any time 
any one brings up the question of icterus or jaundice 
at a medical gathering it should provoke a brisk dis- 
cussion, unless we alf are agreed that the management 
outlined is the safe and sane method of management. 
I remember as a medical student how sloppily—and [ 
use that term unreservedly—we were taught the treat- 
ment of these conditions; how we were told that sut- 
gery should be done at the outset because of the fact 
that in those days we had no conception at al) of abnor- 
mal] Jiver pathology. But in our present day method of 
teaching our medical students, we understand what the 


liver is trying to do at all times and we do not have to 
talk in an abstract fashion. 

The evaluation of a surgical risk in jaundice is a 
difficult problem for both surgical and medical men, 
but how are you to tell, Dr. Keeton, that you are deal- 
ing with an obstructive hepatic jaundice in the early 


stages. I know of no method. Time is the best 


doctor. What harm can be brought about by watching 
If the icterus 


these patients for five or seven days, 
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is increasing in spite of the things you are doing, then 
you are correct and can be certain that you are dealing 
with an obstructive hepatic jaundice, but if the icterus 
reaches a peak in its curve and does not rise higher than 
a safe level, you are not dealing with obstruction. That 
is the rule I use, If, in spite of adequate medical man- 
agement, the icterus index is rising over a period of 
five to ten days, then I know there is an obstruction 
at the outlet of the common duct, but if this icterus 
index is stationary, 1 am willing to take my chances 
and treat that patient medically. 

Another point is that too many of us are too eager 
to allow a patient who has had one attack of acute 
cholecystitis with subacute jaundice recover from that 
attack, and then continue to treat him medically when 
he is a good surgical risk. Many of you still use the 
nonsurgical drainage of the gallbladder, and yet I 
think that you are doing those patients more harm than 
good, because we know from our studies at the oper- 


ating table and from our studies at necropsy that 
wherever we have a gallbladder disease there is also 
liver disease, and nonsurgical drainage does little for 
liver damage. 

I do not feel, in the so-called functional states of 
gallbladder disease in which there is a normally func- 
tioning gallbladder and when the patient has symptoms 
of gallbadder disease, that the patient should be 
cholecystectomized, He is better off treated medically. 

As to itching, I am sure that when you cure the 
hepatitis the pruritus subsides, 

Question: I should like to ask the doctor if there is 
such a thing as extrahepatic jaundice. I have noticed 
in my practice that in certain seasons of the year I 
have five or six cases of icterus at one time, and ] 
wondered if there is something in the seasonal curve 
of food or water that makes this somewhat like an 
epidemic. 


Dr. Portis: There is such a thing as extrahepatic 


icterns, but by extrahepatic jaundice we mean most 
often hemolytic jaundice. True enough, we see epidemic 
forms of jaundice. I remember that J had five or six 
student nurses on my service with jaundice at one 
. ’ ‘ i « ‘ 

tite. Also, you are all familiar with the clinical pic- 
ture of Weil’s disease. The so-called toxic and infec- 


tious form of jaundice is by far the more common. 





DO YOU KNOW— 
That during the Jast ten years children of Iinois 


under fifteen years of age have fost an aggregate of 
6,500,000 days from schools because of scarlet fever, 


smallpox, diphtheria, whooping cough, measles and 
chickenpox? This amounts to a full week out of 
classrooms for every child. 

That medical science, individual physicians and health 
authorities, have been advocating the widespread use 
of preventives of these diseases? That their recom- 
mendations have been for the public good and mean 
more to the individual children and their families than 


to the medical profession? 








254 ILLINOIS MEDICAL JOURNAL 


CANCER AND PRECANCEROUS CONDI- 
TION OF THE SKIN 
Epwarp A, OLtver, M. D. 


Associate Professor of Dermatology, Rush Medical College 
CHICAGO 

The incidence of cancer of the skin apparently 
is increasing. In those districts where cancer is 
a reportable disease statistics show that in 1921 
2,610 persons died of cancer of the mouth, 2,433 
from cancer of the skin. The same areas in 
1934 reported 5,009 deaths from cancer of the 
mouth, and 3,315 from cancer of the skin, an 
increase Of 3,281. MacKee believes this increase 
may be explained by more accurate diagnosis 
and more complete statistics, but probably it is 
due to the rising average age of the population. 

In view of these facts the early recognition 
of cancer of the skin and the mucous membranes, 
and conditions that may develop into cancer be- 
come a matter of vital importance. A number 
of cutaneous conditions have been labeled pre- 
cancerous. This term has been the subject of 
considerable discussion. There are some who 
feel that the term should be discarded, and 
others who believe, as I do, that the name should 
be given to those lesions in which there is a 
possibility that cancer may develop. 

If we hope to eradicate cancer of the skin, it 
is necessary that we recognize early those con- 
ditions in which cancer may develop and take 
proper measures to remove them. For this rea- 
son we will first consider a few of the precan- 
cerous lesions of the skin although in a paper 
of this scope it will be impossible to describe 
all of them in detail. 

Cutaneous cancer has been known to devélop 
in scars, especially in scars of old burns, in 
cutaneous horns, farmers’ or sailors’ skin, and 
in keratoses, either senile, seborrhoeic, arsenical, 
or occupational. It has developed also in areas 
of kraurosis vulvae, in leukoplakia, in chronic 
roentgen dermatitis, and there have been reports 
of it occurring in lupus erythematosus, lupus 
vulgaris, in chronic ulcers, in xeroderma pig- 
mentosum, and von Recklinghausen’s disease. 

1. Senile keratoses are generally seen in 
elderly people, in those of blonde or sandy com- 
plexion, those that freckle easily, and those 
whose occupation has necessitated a life outdoors 
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and exposure to the active rays of the sun. They 
are more commonly seen in men than in women. 
Their location is generally the face and the 
backs of the hands. Senile degeneration of the 
skin may play a part in their development, but 
more probably exposure to the sun’s rays in a 
skin of low toleration is a better explanation. 

These lesions are pea-sized or larger, dirty 
gray or brown in color, dry, brittle, and firmly 
adherent to the skin. They are curetted off with 
difficulty and when forcibly removed the opera- 
tion is painful. Unless they are completely de- 
stroyed they tend to recur in situ. If allowed 
to remain they often degenerate into carcinoma 
of the skin, generally of the squamous cell type. 
On the back of the hand and on the mucous 
membrane of the lip they invariably become 
squamous cell carcinomata. 

Treatment. As soon as such lesions are rec- 
ognized, they should be destroyed. This can be 
done with electrodesiccation, with the cautery, 
or they may be excised. Superficial lesions may 
be frozen with carbon dioxide snow, others may 
be removed by the application and utilization 
of the beta and gamma rays of a radium plaque. 

2. Seborrheic Keratoses. These are com- 
monly known as seborrheic warts. They are 
relatively common on the skin after the age of 
fifty. For the most part they are harmless, 
though occasionally there is a possibility of car- 
cinoma developing. Such a carcinoma is gen- 
erally of the basal cell type. The commonest 
locations for such lesions are the sides of the 
face, about the hair line of the temporal regions, 
the chest and the back. Occasionally they oecur 
on the hands. They range in size from a split 
pea to a good sized nut, are dark brown, dark 
gray, or grayish black in color, smooth, fatty 
and greasy, 1d when curetted off the skin, 
crumble, leaving a raw, slightly verrucous base. 
Their cause is unknown, but occurring in seborr- 
heic areas, they are probably seborrheic in origin. 

Treatment. Many of these lesions can be left 
alone safely. If they are annoying to women, 
because of their appearance, they can be curetted 
off and the bases cauterized with carbon dioxide 
snow, the electric cautery, or the entire lesion 
dessicated. 

3. Arsenical Keratoses. Arsenic should never 
be given over a long period of time without fre- 
quent and prolonged rest periods. Very often 
the prolonged ingestion of arsenic in the shape 
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of Fowler’s or Donovan's solution has produced 
numerous keratoses of the skin, This type of 
lesion especially affects the palms and soles. The 
skin is dry and beset with numerous, small punc- 
tate keratoses, pinhead to pea in size, some 
superficial but many deep seated. Very often 
dangerous squamous cell carcinomata develop 
from such lesions. 

Treatment, Because of the large number of 
lesions generally present it is difficult to eradi- 
cate them. Large lesions and those that appear 
to be degenerating should be removed as soon 
as possible, This can be done best by surgical 
The skin should be kept soft with fre- 
quent greasing with lanolin or cocoa butter. 

4, Leukoplakia or Leukokeratosis Buccalis, 
This is a very common precancerous condition 
and at the beginning occasions few, if any, sub- 
jective symptoms. 
ness in the mouth or irritation from hot or 
spicy foods first calls attention to its presence. 
On examining the mouth the lesions are seen 
on the buccal mucosa in a line opposing the 
junction of the upper and lower teeth. One 
also may see it on the dorsum and sides of the 
tongue and even on the gums. It must not be 
confused with lesions of lichen planus or lupus 
erythematosus. In most cases there are evi- 
dences of ‘these diseases on the skin. The lesions 
themselves appear as white spots, streaks or 
plaques of irregular size and shape; often their 
surface is rough and verrucous, but in some cases 
it is smooth and velvety. Their color is a whitish 
gray, often likened to a mucous membrane that 
has been penciled with silver nitrate. 

The more pronounced lesions often feel stiff 
and rough to the palpating finger, are generally 
covered with a tough adherent pellicle, remov- 
able with difficulty, and unless fissures have de- 
veloped occasion little pain. These lesions de- 
velop slowly and may cause little inconvenience 
for years, but when fissures develop they are 
deep ones extending into the derma and causing 
a great deal of distress. Later peeling and ex- 
foliation of the surface occurs and carcinoma 
develops. 

The general belief among competent derma- 
tologists is that many factors enter into the 
production of leukoplakia. It may be caused by 
syphilis, prolonged local irritation, the use of 
tobacco, faulty occlusion, ill-fitting dentures, 
pyorrhea, jagged teeth, and poor mouth hygiene. 


means. 


Sometimes a feeling of stiff- 
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MecUarthy believes the use of tobacco is the most 
important factor in the production of leuko- 
plakia, but faulty occlusion and consequent bruis- 
ing of the mucosa is another important factor. 

Treatment. ‘The treatment of leukoplakia de- 
pends to a considerable extent on the type of 
condition that is present, Cienerally, treatment 
is unsatisfactory. First of all, tobacco, highly 
seasoned foods, and spicy foods should be inter- 
dicted. I1l-fitting dentures should be discarded, 
faulty occlusion corrected, jagged teeth smoothed 
down, and care and attention given to oral 
hygiene. If the patches are smooth, not fissured, 
nor showing any signs of irritation, they should 
be left alone but carefully inspected every three 
to six months. The vast majority of leukoplakia 
conditions require no treatment. If fissures, 
ulcerations or vegetations appear, then imme- 
diate steps should be taken to destroy the patch. 
This is done best with electro surgery though 
on small areas the cautery works nicely. If ex- 
tensive patches that show signs of becoming 
malignant are present, they should be excised 
surgically. It is believed that the use of radium 
and x-rays has no place in the treatment of this 
condition, and the use locally of irritating or 
caustic remedies is followed often by the devel- 
opment of carcinoma. 

In every case of leukoplakia a Wassermann 
test should be thade and if positive, anti-syph- 
ilitic therapy should be instituted. In most 
cases treatment will have little effect on the 
leukoplakia but it is indicated nevertheless. 

5. Kraurosis Vulvae. This condition gen- 
erally is seen in women of advanced years and 
occasionally in younger individuals in whom the 
menopause has been prematurely induced. Darier 
defines kraurosis vulvae as “a sclerosing, pro- 
gressive atrophy of the mucosa and cutaneous 
integument of the vulva, leading to stenosis of 
the vaginal orifice, the disappearance of the labia 
minora, the frenulum and clitoris and flattening 
of the labia majora. The mucosa of the parts 
involved is nearly always smooth, shining and 
dry. The color is white, waxy, red or spotted 
and complication with leukoplakia is frequent.” 
In such cases, cancer is always to be looked for 
as a future development. 

Tf one will look for these symptoms he will 
not have any difficulty in differentiating krau- 
rosis from simple vulvar leukoplakia or from 
the whitish lichenification of the vulva which 
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may be the cause or end result of pruritus vulvae. 

Kraurosis vulvae is an atrophic process which 
may lead possibly to malignant change. Leuko- 
plakia is a hypertrophic process, often associated 
with kraurosis vulvae and frequently is followed 
by carcinoma. 

Treatment. MacKee believes that it is best 
to treat kraurosis vulvae conservatively but in- 
spection of the involved parts should be made 
at least every six months. For the relief of 
itching, antipruritic lotions and ointments 
should be prescribed. Roentgen ray treatment 
is often of value for the relief of obstinate pru- 
ritus but should be used with a great deal of 
caution on an already atrophic skin and mucosa. 

Areas of leukoplakia, ulcers and erosions had 
best be destroyed or excised. 

When large areas of leukoplakia appear in an 
extensive well-advanced case of kraurosis, a par- 
tial or complete vulvectomy should be’ per- 
formed, followed by plastic repair. 

6. Chronic radiodermatitis or so-called x-ray 
skin may show various types of lesions, the 
sequelae of over treatment. While the percentage 
of malignant change may not be high, cancer 
develops often enough to make this kind of tissue 
dangerous. When degeneration does occur it is 
generally of the squamous cell type. The lesions 
in x-ray skin that demand energetic and imme- 
diate treatment are ulcers and keratoses. Kera- 
toses should be destroyed either with electro- 
dessication or excised completely. Ulcers should 
be removed with wide excisions, including some 
of the normal tissue, to be certain that no dis- 
eased tissue has been left. The excised area 
should then be covered with a skin graft. For 
areas that show only atrophy and telangiectasia, 
careful inspection should be made every six 
months to see that no keratoses or ulcerations 
have developed. 

Most dermatologists and dermatopathalogists 
divide carcinoma of the skin into two main 
groups, basal cell epithelioma and squamous or 
prickle cell epithelioma. MacKee, in his latest 
work, classifies skin malignancies in the follow- 
ing sub-groups: 


1. Basal cell epithelioma 

2. Basal-squamous cell epithelioma 
3. Squamous cell epithelioma 

4. Paget’s disease 

5. Bowen’s disease 

6. Malignant melanomas 
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Basal cell epithelioma is a slowly progressing 
lesion, generally an ulcer with everted pearly 
borders and usually covered with a brown crust. 
It is more common in males than in females, 
and generally occurs after forty. The nose, 
temporal region, inner canthus of the eye, ear, 
and dorsal aspects of the hands are common and 
favorite locations. Lesions may be single or 
multiple, mucous membranes are rarely attacked, 
and metastases do not occur. 

This type of cancer often begins in an area of 
keratosis which may have been present for some 
time. An erythematous area develops about it, 
the crust covering it is denuded, bringing into 
view a superficial ulcer with a granulating floor 
and a rolled-out everted pearly border in which 
can be seen small epithelial pearls with dilated 
vessels coursing over them. In other instances 
its development may take on the appearance of 
a smooth, waxy nodule, yellowish white in color, 
over which course small dilated vessels. 

Treatment. Basal cell epitheliomas may be 
treated successfully with radiotherapy, either 
with the roentgen rays or with radium. They 
may be destroyed with electrodessication, by 
cauterization, or they may be excised surgically. 
When basal cell epitheliomas recur, a biopsy 
should be performed to determine whether or 
not the lesion is a basal-squamous cell cancer 
or a squamous cell cancer. 

The selection of a method of treatment de- 
pends a great deal on the size and location of 
the lesion. Radiotherapy probably offers the 
best method of treatment in the average case. 
It is valuable especially in those cases located 
about the canthi of the eye or the eyelids. It is 
contraindicated, however, in those cases in which 
cartilage or bone are involved. 

The term basal squamous cell epithelioma is 
used to designate those transitional forms that 
occur between basal cell and squamous cell 
epithelioma. In a series of 119 cases of epithe- 
lioma of the skin, Montgomery found that this 
type of transitional epithelioma occurred in 12.6 
per cent. of the cases. They represent a meta- 
morphosis of basal cell to squamous cell epi- 
thelioma and are not degenerative forms of 
squamous cell lesions. 

In 60% of such cases, transitional epithelio- 
mas are indistinguishable clinically from basal 
cell lesions, The differential diagnosis can be 
made only by microscopic examination though 
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one always should suspect this type of lesion 
when a basal cell lesion refuses to respond to 
treatment or recurs readily after having been 
eradicated. 

Basal squamous cell lesions may metastasize 
as such occasionally, and the metastasis remains 
for years or it may metastasize as a squamous 
cell epithelioma. 

Treatment. These tumors are resistant to 
roentgen ray and radium treatment and radio- 
therapy should be used only as a last resort. 
Surgical removal with wide excision is the treat- 
ment of choice for the lesions are prone to recur. 

A squamous cell epithelioma is a tumor arising 
from the basal cell layer of the epidermis and 
characterized microscopically by the presence of 
adult squamous cells and cornification or pearl 
formation. This type of lesion primarily affects 
the mucous membranes and mucocutaneous junc- 
tions, especially the lower lip, the nose, eyelids, 
dorsum of the hands, penis and vulva. It is 
seen most often in older people and attacks men 
more frequently than women. It begins often 
in a precancerous keratosis on the lip or hand 
and generally: grows very rapidly, producing 
considerable destruction in a relatively short 
time. In aged persons its growth may be slow 
due to a low grade of malignancy or due to its 
invasion of sclerotic tissue. Extending rapidly 
it attacks connective tissue, cartilage and bone, 
metastasizes rapidly first into regional lymph 
nodes, later into internal organs. 

Usually the lesion begins as a nodule or well- 
defined area of infiltration. Ulceration may 
develop rapidly or be delayed considerably. It 
grows larger rapidly and when the crust is re- 
moved, a well-defined ulcer may be discovered. 
Its edges are hard and usually everted but the 
pearls seen in basal epithelioma lesions are 
absent. The floor of the ulcer may be papilloma- 
tous or studded with filaments between which 
is a purulent exudate. 

Broders has classified squamous cell epithe- 
lioma into four groups, depending upon the 
amount of differentiation of the individual cell, 
mitosis, and pearl formation. He found that 
squamous cell epithelioma of grade one, recurred 
following excision in only ten per cent. of the 
cases, whereas successful results were obtained 
in only ten per cent. of the cases in which the 
lesions were of grade four. 

Treatment. Those cases that are detected early 
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offer the best prognosis but the choice of treat- 
ment depends to a great extent upon the location 
of the lesion, the age of the patient and the 
presence or absence of enlargement of the adja- 
cent lymph glands. larly lesions have been 
treated with the roentgen ray and radium, but 
on the whole either electro surgery or excision 
offers the best means of satisfactorily eradicating 
the growth. 

Melanoma. This type of neoplasm is probably 
the most malignant of all cutaneous tumors. It 
arises from pigment forming tissues and was 
formerly thought to be a sarcoma. It is now 
considered a carcinoma. When it arises from a 
naevus it is called nevocarcinoma, when it de- 
velops from an acquired pigmented lesion it is 
known as a melanocarcinoma. It may be seen 
anywhere on the body but a frequent site is the 
extremities. 

The sudden enlargement of a previously 
quiescent slate blue mole is the first symptom 
noted. This is generally the result of repeated 
trauma or irritation. The mole enlarges, becomes 
darker in color and ulcerates. The neighboring 
lymphatic glands are involved shortly afterwards 
and if the tumor is one of the very malignant 
type, generalized metastases make their appear- 
ance within a few months. This generalization 
manifests itself with the rapid development of 
pigmented tumors in the skin of the entire body 
as well as in the viscera. The degree of malig- 
nancy may vary, however. Occasionally we see 
these lesions develop and remain localized for 
months or years. 

Treatment. There is considerable difference 
of opinion as to the treatment of melanoma. 
All dermatologists agree that the slate blue mole 
should be left alone. If it is in a location where 
it is subject to trauma and irritation then treat- 
ment is indicated. Harly cases have been cured 
with radium and surgery. MacKee believes that 
when the lesion is local, surgery is best. The 
excision should be wide and deep, extending 
down to the muscle. X-rays or radium then 
may be used intensively on the area of excision. 
When the lesion is located on the toes or fingers, 
amputation rather than excision is indicated. 
After metastases have occurred no treatment is 
of avail. 

In addition to the previously described types 
of carcinoma of the skin, we must consider 
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Paget’s Disease, Bowen's Disease, and multiple 
superficial benign epitheliomatosis. 

Paget's Disease. This is an uncommon cuta- 
neous condition that occurs usually on the breast 
in women, though occasionally it is seen in 
Both breasts may be involved but more 
It consists of 


men. 
commonly only one is affected. 
the development of a rather localized patch of 
eczematoid dermatitis surrounding the nipple. 
At first the patch is merely inflamed and scaling. 
Later the area becomes more irritated and oozing 
from a granulating surface is noted. The patch 
is disc-like, infiltrated and can be picked up 
like a button. The nipple may be retracted or 
entirely normal in appearance. The area is gen- 
erally the seat of intense pruritus and pain. 

Unlike other patches of eczema it resists all 
treatment. The censensus of present day opinion 
is the Paget's disease is a cancer from the 
beginning, an intra-epidermal and intra-ductal 
carcinoma. 

Extramammary cases of Paget’s disease have 
been reported. The disease has been sen on the 
scrotum, penis, buttocks, vulva, the perineum, 
the pubic region, about the umbilicus and in 
the axilla. 

Treatment. In the breast cases, radical sur- 
gery with removal of the axillary glands is indi- 
eated at once. In the extramammary cases, 
radium and x-ray have been used with consid- 
erable success. 

Bowen's Disease. This cutaneous new growth 
was originally described by Bowen in 1912. 
Since that time a number of similar cases have 
been reported. For a considerable time there 
was controversy as to whether Bowen’s disease 
was a precancerous lesion or a carcinoma. Mac- 
Kee believes that the affection represents a 
malignant dyskeratosis and an intra-epidermal 
carcinoma, and that when it invades the derma 
it may assume any one of three types, namely 
basal cell epithelioma, baso-squamous cell 
epithelioma, or spuamous cell epithelioma. 

It is common on the 
trunk and extremities and occurs infrequently 
on mucous membranes. The disease first mani- 
fests itself as a dark or pale red papule. It is 
covered with a bulky crust under which the 
surface may be eroded, papillomatous or ver- 
rucous. This papule spreads peripherally, very 
slowly, becoming more infiltrated and nodular, 


Its cause is unknown. 
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and new papules, ultimately becoming nodular, 
make their appearance in the immediate neigh- 
borhood. In its typical form the disease is seen 
as a well-defined patch, sometimes with arciform 
configuration made up of these nodular, crust 
covered lesions. 

The condition is essentially a one. 
Cases have been known to exist for forty years 


chronic 


without causing trouble, others have developed 
into squamous cell carcinomata. 


Treatment. The best treatment is destruction 
with electro surgery or excision of the patch. 
Some cases have been eradicated with radium 
and roentgenotherapy. 

Multiple Benign Epitheliomatosis. In 1923 
Little described a type of epithelioma which he 
termed erythematoid benign epithelioma. We 
prefer the above title. The lesions are generally 
multiple, are seen widely scattered over the trunk 
and oftentimes associated with other dermatoses, 
such as psoriasis, eczema, or seborrheic kera- 
toses. The lesions are well defined, superficial 
flat patches varying in size from a dime to a 
silver dollar. They may be dull or bright red 
in color, scaling or slightly atrophic. They have 
one definite characteristic, an exceedingly fine, 
rolled-out thread-like edge which distinguishes 
them from psoriasis, eczema, lupus erythema- 
tosus and syphilis. They are likely to remain 
localized for years without causing trouble, but 
on the other hand they may develop into rather 
deep ulcers. 

Treatment: Surgical excision is probably the 
best method of treatment. 
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IF WAR SHOULD COME 
Lr. Cot, BENJAMIN A, BRACKENBURY 
Chemical Warfare Service, U. S. Army 
CHICAGO 


The true patriot and citizen desires peace, not 
only for his own people, but for those throughout 
the world, for he well knows that when the 
balance of peace or peaceful pursuits are dis- 
turbed on a major scale, anywhere in the world, 
his own people stand in danger of becoming 
involved. However, this patriot aud _ well- 
informed citizen, in spite of his possible wishes 
to the contrary, realizes, from his knowledge of 
present day happenings the world over, and the 
mental and spiritual limitations of mankind 
under stress, that the best guaranty for the peace 
and safety of the United States is to be prepared 
and be strong enough at all times to repel attack. 

The immortal Washington is reported to have 
stated: “To be prepared for war is one of the 
most effectual means of preserving peace.” He 
believed that the citizen in his everyday activ- 
ities, consciously or unconsciously, played a most 
important part in our national defense system. 
This was evidenced by his admonition to the 
Congress of the United Colonies that we, as a 
nation, should avoid all foreign entanglements 
and alliances and develop, at least in time of 
stress and trouble among other nations, a policy 
of national isolation. 

Sound military knowledge on the part of the 
civil population, far from being militaristic, is 
a nation’s greatest safeguard. This military 
knowledge and limited training on the part of 
the civilian, coupled with adequate means to 
defend this nation, has always been, and doubt- 
less will so remain, the outstanding need to 
maintain peace with the rest of the world. 

Thus, it is highly essential that our voters, 
our legislators and the graduates of our insti- 
tutions of learning should understand what is 
needed to preserve peace and to prevent war. 

The traditional military policy of the United 
States has been and is, that the military estab- 
lishment in time of peace shall be a small Reg- 
ular Army, and that the ultimate war force of 
the nation shall be a great army of citizen 
soldiery. Hence, our military problem is to 
devise means and methods to assure properly 


Address (in part) delivered before the Veterans’ Service Com- 


mittee, Illinois State Medical Society. at the Leland Hotel, 
Springfield, Tilinois, on the evening of May 17, 1938. 


LT. COL. BENJAMIN A. BRACKENBURY 259 


trained and equipped armies of citizen soldiery 
to meet the needs of modern war. ‘Therefore, 
it logically follows that the citizen should thor- 
oughly understand that if we are to have an 
adequate national defense system, the larger the 
number of our citizens familiar with and trained 
in things pertaining to the military, the less 
will be the need for a large Regular Army. This 
is our current national defense policy. The 
Regular Army acts as a school, or, if you please, 
a great laboratory, for the development of na- 
tional defense plans; for the development and 
improvement of new weapons and equipment, 
and the development of their correct tactical 
employment on the battlefield. 

In 1916 the Congress of the United States 
enacted the National Defense Act. This Act 
was later amended as of 1920 and has since been 
the national defense policy of the United States. 
This act reorganized the National Guard and 
provided for the Officers’ Reserve Corps, the 
Reserve Officers’ Training Corps, the Citizens’ 
Military Training Camps, and, in addition to the 
purely military phases of our national defense, 
set up, under The Assistant Secretary of War, 
a system for the procurement of supplies for our 
armies in time of war. This system is known 
as procurement planning. It is vital to our 
national safety. 

Under our present plan “If War Should 
Come,” the active Regular Army and National 
(ruard organizations will act as the first line 
defense force, to hold until required additional 
troops can be mobilized and trained. 

In passing, it may be of special interest to 
you gentlemen of the medical world to know 
that we shall require approximately 8,000 com- 
missioned and 30,000 enlisted Medical Depart- 
ment personnel for each field army mobilized. 
Of this commissioned personnel approximately 
4,000 must be physicians. It may be of further 
interest to you to know that a working majority, 
together with their junior understudies, have 
been selected and assigned to their war-time 
activities, and further that these assignments, 
as far as practicable, have been based upon their 
demonstrated qualifications and activities in 
civil life. 

Science and Its Application to War: Today 
throughout the world, science and its commercial 
application are developing at a rate never before 
recorded in history. Whereas, in the past, man 
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largely has devoted his time, thought and energy 
to the matter of improving his original imple- 
ments, designed to protect his life, to assist him 
to obtain a livelihood, and for his use in war, 
our present-day civilization has stepped off into 
that more or less intangible and inexhaustible 
world of science, and is discovering new imple- 
ments and developing new applications of both 
the new and the old to the needs of modern 
civilization. 

This situation, it is believed, may bring about 
new developments in the methods of waging 
war, and new and more complicated situations 
in the field of international affairs. Who can 
predict with certainty the ultima of applied 
scientific knowledge and discovery in the matter 
of war “If War Should Come?” 

In order that we may the better consider this 
phase, may I respectfully invite your attention 
to a limited number of examples in this vast 
field of modern scientific development? Possibly, 
as obvious an example as any is the airplane. 
Consider its metamorphosis within the short 
span of the past 10 or 15 years, or better still, 
the almost unbelievable advance during the re- 
cent past in the medical profession. So we may 
continue through the field of pure and applied 
science, the horizon of which is ever, with accel- 
erated velocity, receding to a distance scarcely 
comprehensible to many of mankind. 

History appears to indicate that the reality 
of actual war has always developed that weapon 
best fitted to bring about the desired ends. 

Hence, it would appear that “If War Should 
Come,” it is folly to think or argue that present 
or future wars will or can be fought with twen- 
tieth century scientifically developed equipment 
and weapons, along eighteenth or nineteenth 
century lines. 

The airplane is with us. It has extended the 
maximum range of our weapons of war from 
up to a few thousand of yards to many hundreds 
of miles. If this tremendously increased range 
can be effectively employed, does it appear log- 
ical, when we consider the vast amount of money 
being expended the world over in its develop- 
ment and expansion, that it will be discarded 
and not employed to its maximum effectiveness 
when war comes ? 

During the war 1914-1918 a new scientifically 
developed weapon was effectively employed for 
the first time in modern warfare. This weapon 
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was chemicals, commonly described as “gas.” 
The results obtained from the use of this weapon 
were such as to cause much worry ‘on the part 
of all high commands and the development of 
an unfavorable propaganda which still lives in 
a most virulent form. 

Whether this propaganda was and is based 
upon fact and has been well considered is be- 
lieved to be an open question. A few years ago 
there was compiled, after much study and re- 
search, what is believed to be an authentic facts 
record of the wartime casualties for Germany, 
Great Britain and the United States. These facts 
were compiled from what were believed to be 
authentic records of the several nations, and in 
the case of the United States the facts were orig- 
inally compiled from battlefield records. 

These U. 8. facts show that approximately one 
casualty out of every four who entered the 
American hospital system, entered on account of 
the effects of this scientifically developed weapon, 
“gas,” and that only two per cent of the gas 
casualties died, while, on the other hand, 24 per 
cent of the casualties from all other causes died. 
In addition, it would appear that you of the 
medical world, in particular, might well give 
thought to those casualties from gun shot 
wounds, who did not die, but who live to suffer 
from their wounds and are partially or totally 
blind. In this connection it is interesting to 
note that the facts cited for the United States 
correspond in all essentials to similar facts in the 
case of Great Britain and Germany. 

Further, your own professionals the world 
over, in official record, have repeatedly stated 
that gas casualties who live beyond the period 
of hospitalization due to the effects of gas, suffer 
no permanent ill after-effects, and it is authen- 
tically reported that of those who entered the 
American Army hospitals, 1917-1918, due to 
the effects of gas, only 29 were blinded in one 
eye and only four in both eyes. 

The Central Powers began using vesicant 
chemical agents, better known as “the mustard 
gas type agent,” in July 1917. This chemical 
agent brought into play an entirely new phase 
in warfare weapons. This new phase was the ele- 
ment of time, varying from a few hours to sev- 
eral days, over which this chemical was effective 
in bringing about casualties. This prolonged 
effective casualty producing period greatly in- 
creased the number of casualties. This mustard 
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gas type of chemical agent, under normal condi- 
tions, seldom produces death, but, due to the 
effective time element referred to above, it is 
capable of producing large numbers of casualties 
which will require hospitalization and medical 
care. 

Use of Chemicals Against Civilians: In addi- 
tion to the possible employment of this chemical 
weapon on the battlefield by the scientifically 
minded industrial nations, it would appear rea- 
sonable to assume that if this weapon is effective 
against civil populations, it probably will be so 
used and if so, will be used to that degree which 
conditions appear to warrant. This thought 
appears to be borne out by the extensive precau- 
tions which are being taken in practically every 
large city of Europe and Asia. These precautions 
include preparations to equip a majority of the 
nonmilitary populations with gas masks; the 
building of elaborate gas-proof shelters; the 
development of extensive first-aid organizations, 
and the preparation of adequate gas defense in- 
structions. In addition to all of the above, 
elaborate plans have been prepared to organize 
extensive anti-aircraft defense means, methods 
and measures, including long-distance warning 
services, vast combat air fleets and complete 
local anti-aircraft gun defenses. 

The Purpose of Weapons in War: The ulti- 
mate purpose of all weapons used in war is to 
affect some vital portion of the human body to 
such a degree that it will be incapacitated for 
varying lengths of time. The weapons of the 
past, of necessity, have been designed and used 
in. such manner as to shatter or destroy the 
human body, in order to reach this vital spot. 
In order to minimize this danger combatants in 
the combat zone have been, through the ages, 
progressively distributed farther and farther 
apart. And, in addition, present day study and 
development indicates that these sparsely scat- 
tered combatants of the future will, to a degree 
at least, be encased in mechanized, armored 
elements and their collective advance covered 
during daylight by the use of artificial fog or 
smoke, 

Hence, it does appear that some thought 
might well be given to the questions: Can the 
weapons of the past continue to produce such 
results as will warrant their exclusive, continued 
use in the future, and whether or not we are 
approaching the time, if we have not already 
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arrived thereat, when a new, all-pervading type 
of weapon will be required to bring about the 
desired results ? 

Is it possible that our civilization is about to 
develop a new idea in the matter of weapons 
of war which will be comparable to the adoption 
of gunpowder as a weapon of war in the four- 
teenth and fifteenth centuries? It would appear 
that this is a thought which you and the scien- 
tific world, as a whole, might well give the most 
serious consideration. In the light of our rapidly 
developing scientific attainments in all other 
fields, can we reasonably expect that we shall 
be compelled to continue to tear apart the human 
body by the individual fragment of a bursting 
shell or a bullet, in order to force the will of 
the victor upon the vanquished? On the other 
hand, can we not reasonably expect our scien- 
tific age to produce a new weapon which will 
incapacitate, without leaving the incapacitated 
dead upon the battlefield, or a human wreck for 
the rest of his life? 

Is it possible that this result may be brought 
about through biological action or the use of 
chemicals? It would appear that such use is 
well within the realm of possibility and prac- 
ticability and that it is a present-day scientific 
problem, crying out for solution, to men and 
women of the scientific world, and to you of the 
medical world, to prepare your part, if and when 
such a possibility becomes a reality and is used 
against our people. 

I am entirely opposed to war in any form 
whatsoever. However, I am a realist, and believe 
we are in the midst of ample evidence that war 
will continue as an international means of 
settling differences between nations for at least 
an appreciable period of time in the future, and 
that it is folly to believe wars between major 
industrial nations, in this scientific age, can or 
will be fought with twentieth century equipment 
and weapons, by methods and along the lines 
which were employed during the eighteenth and 
nineteenth centuries. 

The facts set forth above appear to indicate 
beyond any reasonable doubt, that the use of 
chemicals in war has not caused a greater num- 
ber of deaths, either on the battlefield or in the 
hospitals, or more intense suffering than the 
fragments of a high explosive shell, a machine 
gun or a rifle bullet. 

The results obtained by the use of this weapon 
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on the battlefields of Europe in the war 1914- 
1918, and in more recent wars, indicate that the 
use of chemicals as a weapon of war is an effec- 
tive weapon, and may materially assist in bring- 
ing about the desired result. Hence, it would 
appear reasonable to assume that its use may 
be expected in the future. 

In closing, may I suggest that the use of 
science in war warrants the most serious con- 
sideration of the scientific and professional men 
and women of our nation. I sincerely hope and 
believe that the world of science will develop a 
weapon of war which will be more humane than 
those weapons employed in the past, and which 
will bring about the desired results with a min- 
imum of suffering, death and aftermath heart- 


aches and economic losses, 





THE FIELD OF ACTIVITY FOR THE 
WOMAN’S AUXILIARY 


Irvin Apett, M. D. 
LOUISVILLE, KY. 
Madam President, members of the Auailiary, 
and fellow quests: 

1 wish first to express my appreciation of the 
courtesy you have done me in inviting me to be 
your guest speaker today. Mrs, Henkel has just 
commented on the fact that 1 ate no lunch. In 
order to avoid the aspersion cast upon the Louis- 
ville minister under somewhat similar circum- 
stances, { wish to explain that as a rule I eat no 
lunch, and that, consequently, I was merely con- 
forming to my usual habits. This particular 
minister had accepted an invitation to deliver 
the Sunday evening sermon in one of the towns 
out in the State. He was met at the train and 
taken to the home of one of the members of the 
congregation, where a rather nice meal had been 
provided by the lady of the house. She noted 
that the minister ate little or nothing, and be- 
ing somewhat chagrined she apologized to him 
for not having food more to his liking. He 
assured her that the meal was most appetizing 
but that from former experience he had learned 
that a heavy meal interfered with his flow of 
thought, and as he particularly desired to make 
a favorable impression upon the congregation 
he had intentionally refrained from eating. The 


Address delivered before the Women’s Auxiliary to the 
Illinois State Medical Society, at its annual meeting held in 


Springfield, on May 18, 1938. 
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housewife did not go to the evening service, the 
husband accompanying the visiting minister. At 
the conclusion of the service the minister was 
placed upon the train for Louisville and the 
husband returned to his home. Upon his en- 
trance his wife said, “John, what did you think 
of the sermon?” “Well,” he said, “Mary, he 
could have et.” If my remarks fail to meet 
your expectations, | have willingly destroyed 
any possible alibi. 

[I early became interested in the Woman's 
Auxiliary. since Mrs. Abell was one of its early 
National Officers. I have watched with a great 
deal of admiration its development, not only 
in its membership, but in its activities. During 
the early years it fulfilled duties that were 
largely social in character, bringing together 
doctors, their wives and families; and in so do- 
ing it served a most useful) function, particu- 
\arly in the smaller communities. As the years 
have gone on the Auviliaries in the various parts 
of the country have taken on other functions, 
many of which are extremely worth while. In 
Kentucky the Woman's .\uxiliary has erected a 
granite monument to Jane Todd Crawford, upon 
whom Dr. McDowell operated in 1809, for the 
first time in the world removing an ovarian 
tumor, As a patient she had confidence and 
courage to undergo an operation that was known 
ta be experimental and thus aided in an exploit. 
out of which has come the wonderful achieve- 
mens in abdominal surgery of today. The shaft 
stands near the McDowell monument in Mc- 
Dowel) Square in Danville, Kentucky. The Ken- 
tucky Auxiliary has also established a Doctor's 
Shop, in the replica of Ft. Harrod, the first 
Fort established in the State of Kentucky in 
1774. The Auxiliary has collected mementoes 
of this early period in the shape of old instru- 
ments, old books, saddle bags, and _ historical 
data of the early practitioner, filing same in the 
Doctor’s Shop and making it a place of great 
interest. 

I note today the Benevolence Fund project of 
your Auxiliary and think it a particularly fine, 
commendable undertaking. Another activity 
which T have observed is largely a cultural one, 
and yet one quite worth while, in that literary 
groups have been formed in some of the Aux- 
iliaries which devote a-certain time each month 
to the reading and review of books written by 


Doctors or written about doctors. Such books 
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as “The Citadel,” “Madam Curie,” “The Bonnie 
Briar Bush,” “Arrowsmith,” “Devils, Drugs and 
Doctors,” form interesting and informative read- 
ing. This afternoon I wish to suggest to you 
another activity, one that has been taken up in 
Kentucky and is being taken up in other States, 
namely, the organization of study groups to be 
concerned with the dissemination of knowledge 
concerning the social and economic movements 
that are destined to have some effect upon the 
practice of medicine. One sees much propa- 
ganda in the lay Press, in periodicals, and in 
magazines about the socialization of medicine. 
It can well be one of your duties to bring to the 
lay people, with whom you come in contact, the 
answer of the profession to the misleading state- 
ments which such propaganda contains. As the 
wives of doctors you are in a position to provide 
this information to your friends, clubs, Parent- 
Teacher Associations, Cancer Groups, and vari- 
cus welfare bodies with which you are affiliated. 
As the term is commonly used the socialization 
of medicine refers to any form of medical advice, 
diagnosis and treatment provided, conducted, 
controlled or subsidized by the Federal or any 
State Government.. By evolutionary consent, 
some such practice is now and has for years been 
provided, being accepted as conforming to good 
policy in caring for the health of the people. 
These are the provisions of medical service for 
the armed forces of the U. S., the communal 
medical care of indigents by towns and cities, 
such for instance as that furnished in City and 
County Hospitals, the institutional care of the 
mentally ill by states, the sanatorium manage- 
ment for the tuberculous, Workmen’s Compen- 
sation now provided by statute and state super- 
vised to varying degrees and the various activi- 
ties of the United States Public Health Service. 

In considering some of the proposals for 
wider distribution of medical service, it-is well 
to keep in our own minds and the minds of the 
public that every change for the better that has 
accrued in medical practice has been initiated 
in and made effective by the medical profes- 
sion without compulsion, political, governmental 
or otherwise. The progress that has been made 
in the medical care of the people of the United 
States in the past fifty years constitutes a re- 
markable social phenomenon. The death rate 
has been reduced fifty per cent. and the age at 
death has been increased one hundred per -cent. 
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Today under our system of medical care, we 
have the lowest rates for death, for infant mor- 
tality, and for most of the infectious diseases 
that prevail anywhere in the world. Such 
achievements of the profession should give any 
ene pause who attempts to take control of the 
practice of medicine and public health from it. 
Our system of medical care is a logical evolu- 
tion of personal medical practice to meet every 
need as it has arisen. The State controlled 
medical plans in other countries have been held 
up as an example to this country. As yet there 
is no evidence to afford belief that any one of 
these plans would afford better medical service 
than this country now enjoys. <A careful exam- 
ination of these systems reveals the following 
defects : 

1. There is no decrease in the cost of medical 


care. The system adds a staggering administra- 


tion cost. 
2. Public health and preventive medicine are 


not assisted or advanced. 

3. Morbidity and mortality are not reduced, 

4. The problem of so-called catastrophic dis- 
eases is not solved, 

5. Over-medication is encouraged. 

6, The burden of cost is distributed over the 
low income class which is least able to bear it. 

7. Medical care for the indigent is omitted. 

8. Graduate education is not encouraged and 


is usually omitted. 
9. "The hospital load is increased and hospi- 


tals are encouraged to practice medicine. 

10. Attention and financing are concentrated 
on the Jess essential health and medical meas- 
ures, 

11. Diagnosis and treatment are mechanical 
and superficial, 

12. Medical service becomes a political issue. 

13. The control of medical service is placed 
in the hands of unqualified non-medical indi- 
viduals and organizations. 

The principles and proposals enacted from 
the studies of the American Foundation Studies 
in Government and signed by 430 Physicians 
have created an endless discussion in the lay 
Press and in the public at large. 


The medical profession has not discharged its 


entire obligation to society by healing the sick 


and. preventing disease. Its broader obligation 


lies in a concerted determination and effort to 
preserve that form of medical practice which best 
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conforms to good public policy and which will 
perpetuate the free, independent, scientific, and 
ethical institution of medicine. It must vigor- 
ously resist all efforts that are likely to provide 
sick people with the mere dregs of a medical 
service or that are destined to reduce medicine 
to the serfdom of science. It must ask and 
receive satisfactory answers to the following 
questions upon any proposed change: 

1. Would it provide better qualified doctors 
than are now available? 

2. Would it make good medical care more 
available to the indigent, the unemployed and 
the low income group? 

3. Would it enable physicians to devote more 
time to the care of the individual patients, espe- 
cially to the seriously ill patients? 

4. Would it provide more time and more 
inducements to physicians to keep up-to-date in 
their professional work by post-graduate study 
and clinical work? 

5. Would it eventually reduce the average 
duration of illness in the United States? 

6. Would it maintain or improve the pres- 
ent standards of preventive medicine? 

”. Would it preserve the direct personal con- 
fidential relationship between doctor and 
patient ? 

8. Would it continue to attract the highest 
type of men and women into medicine as a life- 
work ? 

9. Would it reduce the national cost of medi- 
eal service ? 

Now that the economic phase of medical prac- 
tice is demanding more consideration, ethical 
relations must not be forgotten or removed from 
the central position they have always held. On 
the contrary, economic relations and plans, just 
as much as professional services and conduct, 
must be tested by the principles of medical 
ethics. Medical ethics are not outgrown or 
antiquated; they must continue to be vital, ele- 
vating, dominating and enduring by continuous 
respect and adherence, since without them 
medicine ceases to be a profession. The diffi- 
culties of supplying needed medical care differ 
almost as widely as do the states constituting 
this vast nation. Our population is not homo- 
geneous; the labor element recruited from vari- 
ous European countries congregated in the cities 
of the north and east differ materially from the 
negro of the sputh and from the labor popula- 
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tion of our southwestern states. The geographi- 
cal distribution of population and of hospital 
and medical facilities varies from the densely 
inhabited northeast to the sparsely settled south 
and west; Montana with an area of 400,000 
square miles has a population less than that of 
metropolitan Louisville; Jackson County, Ken- 
tucky, has a population of 35,000 with but three 
graduate physicians; Owsley County has a popu- 
lation of 10,000 with one graduate physician 
and derives but $11,000 from taxable sources, 
less than the amount required for the mainte- 
nance of its local governmental agencies. The 
economic level in the various counties and states 
of the nation alternates from pauperism to 
opulence, To formulate a program to meet the 
actual needs of the indigent and partially indi- 
gent in relationship to medical care is no simple 
task. If the social scientists could supply these 
groups with food, fuel, shelter and clothing many 
of their medical problems would thereby be 
solved. On December 20 last, in response to a 
request from the American Public Health Asso- 
ciation, a conference was held in Chicago in 
which the Executive Committee of the Board of 
Trustees of the American Medical Association, 
the president and an accredited associate from 
the American Public Health Association and a 
representative of the United States Public 
Health Service participated. As a result of their 
deliberations, resolutions were adopted outlining 
a plan for the study and diagnosis of the needs 
for medical care in every county in the United 
States. 

These resolutions have now been confirmed by 
the three organizations concerned and provide 
for the cooperation of county medical societies, 
state and local health agencies, hospital authori- 
ties, the dental, nursing and correlated profes- 
sions, welfare agencies and community chests in 
determining for each county the prevailing need 
for medical and preventive medical service where 
such may be insufficient or unavailable. The 
undertaking proposed is an attempt to apply on 
a nation-wide scale the best features of the 
numerous plans already in effect, utilizing in 
each county to the fullest extent the resources 
there available, leaving open the question of out- 
side aid where necessary and where possible of 
procurement. Thereby, it becomes possible for 
organized medicine to act specifically as a clear- 
ing house in the initiation, development and 
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functioning of what may well evolve into a com- 


prehensive system of medical care for all the 
people according to the American plan of medical 


practice. 





THE MANAGEMENT OF CARCINOMA 


PATIENTS BY THE GENERAL 
PRACTITIONER 


C. O. Hermpan, M. D., 
AURORA, ILL, 
Since the dawn of history cancer has been 


known and recognized as a serious medical 
problem. For centuries it was recognized as a 
fatal disease from the time of its appearance in 
the patient’s body. Cures were almost unheard 
of and were deemed practically impossible. A 
great mystery surrounded the disease and many 
fallacies came to be believed. People did not 
seek medical help until driven by pain and dis- 
comfort, so physicians seldom saw the disease in 
early stages when they were able to offer hope 
of cure. 

Gradually, however, earlier stages of the dis- 
ease were encountered and some palliative treat- 
ment was found effective. A study of the prob- 
lem was taken up by workers in the related 
sciences of chemistry, biology and physics, and 
information began to appear from these quarters. 
Physicians learned from their clinical records 
that the earlier the patient was treated after the 
appearance of symptoms, the longer he lived. 
Three-year cures were reported in increasing 
number, and then five-year cures. The American 
College of Surgeons has reported a list of more 
than 25,000 cancer patients who have remained 
free from cancer for five years or more since 
treatment. 

Cancer has been on the increase for the past 
ten years. It is estimated that 150,000: persons 
in: the United: States died of cancer during 1936. 
From this total, of 150,000, about 82,000 were 
women. and almost half of these women died from 
cancer of the reproductive organs. One of the 
causes of. this appalling increase in deaths can 
be directly attributed to delay in seeking medical 
treatment until months after rather definite 
symptoms have developed. Cancer of the various 


pelvic organs are of many different types. Some 
grow very slowly, some very rapidly. Unfortu- 
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nately, some of the most malignant lesions can 
be present for several weeks without producing 
notable symptoms. It is evident, therefore, that 
we physicians continue to emphasize the impor- 
tance of the early recognition of symptoms pro- 
duced by these malignant growths and value of 
early treatment. 

At the present time there are several organiza- 
tions in the United States whose sole function is 
the study of some phase of the cancer subject. 
With these organizations bringing knowledge of 
cancer symptoms to the general publie, patients 
will be consulting their family physicians asking 
for a general examination. It is at this time that 
the physician can do a great deal for the patient. 
The record of the patient’s examinations is filed 
so that at any future time when the patient re- 
turns, the information will be on record so that 
any change from the normal can be detected 
readily. (It is to the patient’s advantage to have 
all the records in one office.) 

The problem is to have the public sufficiently 
informed about cancer so that they are less fear- 
ful of the subject and seek medical advice at the 
first suspicion of danger. As soon as the patient 
seeks medical advice the responsibility for that 
case rests in a large measure on the family phy- 
sician, who is often the key man in the problem. 
An early consultation with a thorough physical 
examination is necessary. Schmitz has empha- 
sized this fact repeatedly. The consultation 
should include a thorough examination of the 
part in question, together with a general physical 
examination, emphasizing the regional lymph 
glands and the sites where metastases may occur ; 
laboratory tests such as a blood Wassermann, 
blood count, and urinalysis; and x-rays of the 
lungs and bones should be done when indicated. 
The sclera should be inspected for an icteric tint, 
suggestive of cancer metatases in the liver, the 
regional lymph glands for any enlargement, the 
lungs for any areas of dullness, enlargement: of 
the mediastinal glands, abdominal lesions, fluid, 
and enlargement of the liver. A rectal examina- 
tion for local lesions and implants should be 
done. The umbilicus should be examined for 
metastasis the same as we check the neck for 
Virchow’s glands. Finding these metastases 
shows that the patient has cancer and also that it 
is in an incurable form. A bimanual examina- 


tion of the pelvis should be done wherever pos- 


sible, The size, shape, position and mobility of 
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the uterus and adnexa are determined. Fixation 
of the uterus and broad ligament infiltration are 
significant findings in dealing with pelvic malig- 
nancy. An inspection of the cervix is important, 
the Schiller test being done whenever indicated. 
If still in doubt perform a biopsy. If the lesion 
is malignant and is confined entirely to the os, 
that is, without vaginal wall extension and with- 
out broad ligament infiltration, the case may be 
considered surgical, a total hysterectomy being 
performed. 

According to Masson many of the operations 
whch are done are not radical enough; at least 
not enough tissue is removed from the vault of 
the vagina, and from the bases of the broad lig- 
aments, where extension of the disease is most 
likely to occur. Any operation that carries a risk 
of mortality of more than four per cent. is not 
justifiable according to him as “the ultimate 
cures obtained by radiation about equal the num- 
ber obtained by surgery when a high operative 
mortality exists.” 

The importance of the ovary as a site of ma- 
lignant change cannot be overestimated. The 
physical changes, which are numerous in the 
ovary, continue from puberty until after the 
menopause. This factor, together with the fact 
that the ovary contains many types of unde- 
veloped cells and embryonic tissue, may account 
for the high incidence of cancer of this organ. 
Furthermore, the patient who is afflicted with 
this disease is at a decided disadvantage since 
these lesions produce few symptoms in their 
earlier development, and it is in this-period that 
they must be removed if a greater number of 
lives are to be saved. It is uncommon, however, 
to encounter cancer of the ovary in a woman less 
than 35 years of age, it being a disease chiefly of 
the fifth decade of life and beyond, although it 
can and does occur in younger women, which 
makes it imperative to bear in mind the possi- 
bility of its presence. The fact that few symptoms 
are produced by these lesions in their early and 
operable stage is one of the principal arguments 
in favor of periodic physical examinations. The 
results are so disastrous in many cases that it 
would be an excellent rule for every woman be- 
yond forty years of age to have a pelvic examina- 
tion twice a year by her family physician. I am 
sure this would contribute to a reduction in the 
death rate from this source. 

The diagnosis of cancer of the ovary is not 
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always easy, except in advanced cases, and the 
true nature of the disease is often not settled 
until the abdomen is opened surgically. A cystic 
mass in the region of the ovary of a young 
woman is usually not regarded as a serious mat- 
ter since many simple cysts normally rupture 
and disappear spontaneously. However, the na- 
ture of such lesions should be checked each 
month, and, if they continue to enlarge, the; 
should be suspected of being cancers and should 
be removed. The situation for women in the 
fifth decade of life and beyond, however, is quite 
different. The incidence of cancer is such that 
every cystic ovarian mass should be considered 
malignant until it has been proved to be benign 
by surgical removal, and' pathological examina- 
tion. The late symptoms of cancer of the ovary, 
which unfortunately are often the first symptoms 
experienced by the patient, are discomfort in the 
pelvic region and rectum, a smooth or nodular 
mass in the lower abdominal region and loss of 
weight and strength. Such symptoms, when 
present, render the diagnosis simple and easy 
but usually indicate an inoperable condition. 
Cancers of the ovary with which we are partic- 
ularly concerned are of two varieties, one being 
the malignant cysts and the other the primary 
carcinomas. Malignant cysts are called “carcino- 
matous cystadenomas” and for reasons previously 
stated, composed one of the most important 
groups of tumors encountered in the pelvis. They 
are of interest because they are chiefly multi- 
locular and 50% of them involve both ovaries. 
Fortunately, the malignant growth tends to re- 
main confined within the cyst for long periods, 
which characteristic is in the patient’s favor since 
it is possible to remove such cystic tumors com- 
pletely and effect a cure. Some of these cancers, 
however, perforate the wall of the cyst, which is 
particularly true of those of the higher grades of 
malignancy, and then spread to adjacent organs 
in the pelvic abdomen. These perforations take 
place as a rule near the pedicle of the tumor or 
at the points of greatest pressure. In such cases 
the prognosis is relatively poor although not en- 
tirely hopeless. There is a peculiar characteristic 
of these tumors that even though they have ex- 
tended to other organs, the secondary growths 
sometimes subside or their growth is held in 
check by removing the parent growth in the 
ovary and by following this procedure by inten- 
sive irradiation. We are of the opinion that 
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every patient with cancer of the ovary, if a rea- 
sonably good surgical risk, should be subjected 
to a surgical exploration unless pelvic examina- 
tion reveals the pelvis to be a solid mass of 
malignancy. 

Dermoid cysts, which are composed of products 
of the skin and therefore contain hair, teeth and 
sebaceous material, occasionally become malig- 
nant. These tumors are, of course, present at 
birth and since they may be m:lignant should be 
surgically removed as soon as they are discovered. 
The consequence of neglecting a malignant cyst 
of this nature is 100% fatal, because, the result- 
ing cancer is always an epithelioma of a high 
grade of malignancy. Attachment or perforation 
of the capsule of such growths stamps them as 
incurable. If they are unattached, however, cure 
is almost sure to follow their surgical removal. 

There are two types of primary carcinoma of 
the ovary which concern us most: the papillary 
adenocarcinoma and the solid carcinoma. It is 
in this group of cases that symptoms frequently 
are not present during the early or favorable 
operative period. Some of these growths can be 
discovered, however, by routine pelvic examina- 
tions and often the patient is amazed to learn 
there is something wrong with her pelvic organs. 
Papillary adeno-carcinomas originate as a rule 
from the surface of the ovary and, unfortunately, 
are of a high grade of malignancy. Since they 
extend from the surface of the ovary, they be- 
come attached early to adjacent structures and 
shortly assume such proportions that they be- 
come inoperable. Fluid in the abdomen is the 
rule, and extension to other structures occurs in 
a few months. It is known that the prognosis is 


‘generally poor for cancers of this type, although 


many of the secondary growths become quiescent, 
as is the case in malignant cysts if the parent 
growth is removed and the procedure followed 
by radium and x-ray therapy. Counseller reports 
the longest duration of life in such a case follow- 
ing this method of treatment was twenty years. 
It is important to note also that there is a high 
incidence of bilateral involvement, so that it is 
advisable to remove all the pelvic generative or- 
gans even though the growth may be confined to 
only one ovary. 

Solid carcinomas of the ovary represent a 
much smaller group, and they also vary in the 
rate of growth. Their presence is not usually 
suspected, and consequently there is a high inci- 
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dence of pelvic attachment and extension to dis- 
tant lymph glands. Fluid in the abdomen is a 
frequent finding and a bad one in relation to 
prognosis. ‘The seriousness of this group of can- 
cers was revealed in a recent study which showed 
that of the patients with cancer of grades 3 or 4, 
more than 75% succumbed from recurrences 
within a few months. The method of treating 
ovarian cancer is early surgical removal followed 
by radium and x-ray therapy. In some cases of 
grade one, according to Broders, cancers which 
are confined to the ovary, irradiation is omitted. 
In many cases the lesions are definitely not amen- 
able to surgical treatment but are treated if the 
patient’s condition will permit, by intensive ra- 
dium and x-ray therapy. 

The fact that carcinoma of the stomach is 
curable is sometimes obscured by the prevailing 
attitude of physicans and laymen toward the dis- 
ease. Although cures are rare they are to the 
surgeon a constant reminder of his responsibility 
and of the fact that only he can offer the patient 
a possibility of cure. Balfour analyzed a series 
of cases for whom a partial gastrectomy for can- 
cer of the stomach was done and in 39% of the 
cases the cancer could be removed; in another 
group 43%. In about half the cases of cancer, a 
stomach exploration is warranted: and in about 
half of these cases the growth can be removed. 

These figures show that at present an attempt 
at cure can be made in less than 25% of cases of 
cancer of the stomach. Careful study of the his- 
tory of those cases who live twenty years or more 
following resection for cancer emphasized the 
great variability of the disease. There is no 
characteristic syndrome of cancer of the stomach 
although there is a more or less constant syn- 
drome in the average case. There are so many 
exceptions to the rule that the clinician will, on 
keen recognition of this fact, establish a diagnosis 
of the disease at a time when the symptoms are 
bizarre and when surgery can offer some prospect 
of cure. Analysis of the gastric content in these 
cases emphasizes its unreliability as a diagnostic 
aid, for in 50% of the cases the concentration of 
free hydrochloric acid was normal or above: nor- 
mal. In 30% of the cases some degree of renten- 
tion was present. 

The responsibility for the present appalling 
situation is, namely, that in a disease in which 
cure is possible not even an attempt at cure can 
be made in 75% of the cases when the patients 
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are first seen. There are two major reasons for 
such a situation; the nature of the disease and 
the delay in diagnosis. It is unfortunately true 
that in a considerable number of cases of cancer 
of the stomach, the disease begins in a situation 
in which removal of the growth is prohibited even 
if diagnosis is early. A lesion of the fundus is 
the most unfavorable for many reasons, but 
chiefly because early symptoms are few and in- 
significant and also because the lesion is rela- 
tively inaccessible. Lesions of the antrum and 
those which extend to the pyloris are commonly 
supposed to be most favorable for removal and 
cure, but due to the extensive adjacent lymph 
nodes in this region which become involved early, 
and cannot be as thoroughly removed as the re- 
gional lymphatic structures of other segments 
of the stomach, lesions at this site are less favor- 
able for cure. The size of a tumor of the stomach 
may give an erroneous impression as to operabil- 
ity. A large freely movable cancer is more likely 
to lend itself to removal as a rule than a cancer 
which cannot be palpated. Large tumors are 
usually of the colloid type. The lesion is sharply 
demarcated and the walls of the uninvolved por- 
tions of the stomach are flexible and therefore 
suitable for resection and safe anastomosis. 


The chief reason for the fact that in only 25% 
of cases can the growth be removed is failure to 
make an early diagnosis. It cannot be too strong- 
ly emphasized that it is extremely difficult for 
even the most able clinician to make a diagnosis 
of cancer of the stomach. The fault does not lie 
with the clinician but with the fact that symptoms 
and signs are either lacking or most insignificant 
in. the early stages of the disease. The experi- 
enced clinician recognizing this, will not delay 
until definite symptoms and signs appear but will 
on suspicion demand repeated fluoroscopic exam- 
inations by a competent roentgenologist. Such a 
physician will not be deluded into believing that 
a patient who is in apparent good health with 
normal values or gastric acids, with no loss of 
weight, with no palpable tumors, but with unex- 
plained dyspepsia, cannot have cancer of the 
stomach. The first step, therefore, in successful 
treatment of cancer of the stomach depends upon 
a wise physician and a competent roentgen- 
ologist. It is, of course, most unfortunate that, 
since the early symptoms of cancer of the stom- 
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ach are so slight, patients do not seek advice early 
—a situation to be met only by public education 
and periodic examination. 

Following recognition of a lesion of the stom- 
ach the responsibility must be assumed by the 
surgeon. It is good practice to follow a rule 
that in all cases of cancer of the stomach, explor- 
ation should be carried out unless irremovable 
metastatic growths can be demonstrated. Excep- 
tions include cases of elderly patients in which 
roentgenologic examination results in the lesion 
being pronounced inoperable and in those cases 
in which there is clinical evidence of the cardia 
being involved. For young patients whose con- 
dition is too poor, a fluoroscopic report of in- 
operability should not necessarily contraindicate 
exploration, since occasionally removal is possible 
under such circumstances. When rectal, umbilical 
or supraclavicular implants can be demonstrated, 
operation is inadvisable except for obstruction of 
high grade; then gastroenterostomy under local 
anesthesia may be worth while to the patient. 
The surgical management has two purposes in 
view: cure and palliation. Kocher showed that 
resection of the primary local lesions of the 
stomach without regard to lymphatic metastasis, 
subsequent to resection, gave the patients an 
average of fifteen months of comfortable exis- 
tence against five months after gastroenterostomy. 

No doubt the question often arises in the mind 
of the family physician as to what he should do 
with the untreated cancer patient. They often 
have bleeding, foul discharge, pains in the pelvis, 
marked secondary anemia and a depressed spirit. 
They are a real problem and it is believed that 
they should receive some treatment, either 
radium or x-ray or both. Before treatment it is 
impossible to determine the amount of improve- 
ment and benefit a patient will obtain from that 
treatment. Often one palliative treatment im- 
proves the patient’s state of well-being, tempo- 
rarily it is true, but by treatment the period of 
decline through which all cancer patients pass is 
considerably shortened. To have any relief of 
symptoms justifies the treatment. 

Concerning a study of this sort, the main and 
perhaps the only thing to be learned is the fact 
that patients with cancer are in a deplorable state 
before they are even seen by a physician. What 
are the reasons for the large number of patients 
with such advanced carcinomas? In the first 
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place, the very nature of the disease makes its 
early recognition difficult, as previously men- 
tioned. It is often symptomless until the growth 
is so large as to produce mechanical disturbances. 
Even growth too small to produce symptoms can 
and do give rise to widespread and fatal metas- 
tases. As the refinements of diagnosis increase 
this group of cases will gradually be reduced. 

In the second place, a far greater number of 
early cases would be detected if a routine and 
complete examination were done on all patients 
at their first visit to a physician. The cases most 
likely to be detected earlier are those of the 
skin, buccal mucous membranes, breast, cervix, 
uteri and rectum. All these growths are palpable 
and all, excepting those of the breast, can be 
brought under direct vision. Theoretically, all 
malignant growths can, in the early stages, be 
completely and wholly removed. The time to do 
this is before they produce symptoms, and such 
growths can be found only by careful and com- 
plete physical examinations, as previously empha- 
sized. 

On the other hand there still remains the re- 
sponsibility of the patients themselves. It is rare 
to find a person who is not afraid of the truth, 
at least so far as cancer is concerned. Aside from 
not wanting to know the truth, many persons be- 
lieve that cancer places a certain stigma on the 
family, and though suspecting the presence of 
cancer, stay away from a physician as long as 
possible. The reasons just given are probably 
the main ones to account for the fact that the 
average time elapsing after a patient noticed a 
lump in her breast and the time she sought treat- 
ment was 350 days—almost a year. Nothing but 
intensive and widespread education of the public 
concerning the necessity of routine and complete 
physical examinations, and the urgency of such 
an examination as soon as any unusual growth 
or symptoms are noticed, can eliminate such 
negligence in the future. 

33 S. Island Avenue. 





Surgeons were greatly surprised to find a bolt, nut 
and washer in the brain of ‘an Illinois man. It must 
have been their first experience in opening up a poli- 
tician’s head. 





Having become accustomed to high altitudes, the na- 
tional debt doesn’t seem to fear any ill effects if it 
climbs still higher.—Jndianapolis News, 
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SIGNIFICANCE IN GROUP HOSPITAL- 
IZATION PLAN 


T. J. Lamprne, M. D. 
CHICAGO 


Hospitals, most of them, and those whose wel- 
fare is at stake now, came into existence reflect- 
ing the fine traits of our ancestors; science, 
natural expansion and the great developments 
taking place brought about growth and improve- 
ments. Fundamentally, they reflect the fine spirit 
of self-sacrificing women and unselfish men who 
gave what they could afford, or more, to a coura- 
geous consideration of those who were sick and 
needed help; it included the honest poor. 

The price of hospitalization was within their 
reach; if not, it was made up to them by be- 
quests. 

The bequests to these institutions, that gave 
them a foundation whether made for humanity’s 
sake or as some expiation, made the hospitals a 
spiritual and democratic part of the country, 
that fitted in the freedom intended, brought 
about, and assured by the American revolution. 
To tamper with them was a crime, but to inflate 
the hospital from outside influence for greed— 
the respectability and stability of the institution 
affording the incentive to exploitation—is to lose 
our democracy and invite dictatorship. It takes 
a macabre instinct to do this. The hospitals have 
been the expression of a civilization and a hope 
of humanity throughout all Christendom; when 
drastically or viciously altered, their decline is a 
“writing on the wall,’ for our decline. 

THE PLIGHT OF THE HOSPITALS 

When the world war was on a hospital under- 
took and completed a very pretentious skyscraper 
addition that increased its accommodations four- 
fold. 

One reason assigned was: “When the war- 
wounded came in it would strain all hospitals 
for their care and this hospital would be pre- 
pared.” It did not serve that purpose; the Gov- 
ernment hospitalized its soldiers in its own insti- 
tutions. 

Soon after, another large construction invaded 
the hospital field; its purpose was to handle pul- 
monary diseases. It failed, because these unfor- 
tunates were taken care of elsewhere and the new 
arrival in the hospital field never functioned as a 
hospital. 

Foating of bonds at this time was an easy prop: 
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osition and on credit forced upon them to use 
surplus bank funds, the hospitals rebuilt exten- 
sively, either adding large additions and. nurses’ 
homes, or entering the hospital field as new pub- 
lic, secular, or private institutions. In this way 
they became “white elephants” and a bankers’ 
pet. 

The depression converted extra bank buildings, 
created under the conditions of easy money and 
lax operation, into undertaking establishments or 
night clubs; athletic clubs to easy-going room 
accommodations, and movie palaces like over- 
built hotels and office buildings, to huge vacant 
mausoleums. 

The hospital capacity increased five and six- 
fold, not so much from increased demand or 
need of new accommodations, as a disposition to 
build and equip them with private rooms and 
baths like high priced hotels; in keeping with 
the times, and the ready money available. The 
rates increased tremendously, nursing service was 
not readily established through training schools, 
because young women were attracted by the 
greater inducement in business; private nursing 
service at greatly increased cost took over largely 
the economical nursing service of the training 
schools. Hospital accommodations for twice the 
population of the city were in evidence; entire 
floors, fully equipped for use were shut off; no 
patients for them. These vacant floors matched 
the vacant floors of hotels and office buildings: 
monuments to cupidity and overconstruction. 

Skyscrapers in the business section have been 
reduced to two, often one story buildings, even 
scrapped entirely so the ground could be used 
for parking space. Hospitals are tax exempt and 
have not had to go that far, but they present 
their picture of abandonment and disuse. It 
would be exception to the rule if a hospital func- 
tioned as anything but a hospital, and bond 
holders and creditors of a hospital, even though 
disposed to satisfy legal claims could not advan- 
tageously alter that function. 

There is some pathos in this uncalled for over- 
growth of high class hospital accommodations 
and its disuse, but it is good evidence of the 
health of the community, even though depressing 
for the hospitals; may it create the slogan, 
“Chicago cannot fill its hospitals.” 

The hospitals need to trim themselves as they 
undoubtedly are doing, to supply and demand; 
their creditors, bankers and bond holders have 
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to go along with them, but these creditors can 
use Group Hospital Organization to promote hos- 
pitalization for revenue. 

Whatever the predicament of the hospitals, 
they are our institutions, typifying American 
democracy in their care for all races, creeds and 
color. To have them closed or altered as political 
opportunism may prevail by Government or State 
subsidies, is to invite dictatorship and socializa- 
tion of medicine. 

The medical profession is not to blame for the 
plight of hospitals from overgrowth; it comes 
from the bond purveyors and easy money ex- 
tended susceptibles who believed in large insti- 
tutional expansion and took the seductions 
offered. 

Factories with no output, but constructed as 
a physical “set up” for sale of bonds was a pic- 
ture of this period, and the hospitals, though 
they have no broken windows and battered walls, 
fit into this picture. The peak of hospital ex- 
pansion occurred in the large, metropolitan areas, 
and are to be considered as a “debacle” of their 
region from easy credit and credulity. 


A PANACEA FOR THE STALE-MATE AND STAG- 
NATION IN HOSPITAL CONDITIONS HAS BEEN 


ADVANCED BY WHAT JIS CALLED, “The Group 
Hospitalization Plan.” 


Briefly, the “Group Hospitalization Plan” in- 
sures employees at their respective occupations 
in blocks of ten at $9.60 annually to each mem- 
ber. It offers hospitalization during the year of 
membership for twenty-one days at $6.00 per 
day (the lowest rate in the hospital). The hos- 
pitals want $7.00 per day. The average stay in 
the hospital is ten days and approximately five 
per cent. of the members use it. Members of 
“Group Hospitalization” are selected from those 
who are at work: steady employment is evidence 
of not needing hospitalization—an important 
consideration. Some lines of employment are 
preferred for members to other lines, i. e., bank 
employees are more desirable than school teach- 
ers. The latter need rest periods in their vaca- 
tional season and hospitalization at $9.60 appeals 
too strongly to them. 


THE GREEKS COME BEARING GIFTS 


Bank employees are the primary impulse in 
the “Group Hospitalization Plan.” Tycoons in 
the banks, who incidentally have increased their 


capital as much as eight times by foreclosures 
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during the depression, and have a pertinent con- 
cern in the revenue of the hospitals because of 
interest payments and bonds, make it understood 
they favor “Group Hospitalization.” The hos- 
pitals are in the “Pale” and no executives in 
financial institutions are coming to their rescue 
with any considerable contribution as a humane 
and altruistic gesture, though their great profits 
well enable them to do so. 

For reason of expediency, sycophancy, or even 
intimation to do so, employees, already cut in 
their pay, front, in the name of banks or busi- 
ness as philanthropists; a large newspaper has 
editorial approval of its employees joining up; 
radio broadcasters and columnists express their 
approval. The scheme also takes in groups of 
ten, approved for selection by the promoters, out- 
side the preferred occupations, who are not too 
“hospital minded.” 

The “Group Hospitalization Plan” showed on 
a recent public report 38,000 enrolled, and 1,800 
hospitalized, the average time of the hospitali- 
zation ten days, at $6.00 per day. The hospitals 
want $7.00 a day. It certainly has some appeal, 
or is made to have appeal when many readily 
subscribe at so good a price. 

On the 18th of April (Paul Revere Day) this 
year a very determined effort, simultaneously 
and with like accord, in thirty-nine other cities, 
was made to put the “(Group Hospitalization 
Plan” over on a large scale propaganda. 

To determine value of “Croup Hospitalization” 
compare it briefly with the Benefit Association 
of a large manufacturing plant, “That functions 
economically and satisfactorily with its own set- 
up at a price better or comparable to the ‘“Hos- 
pitalization Plan’.” At ninety cents a month 
($10.80 a year) an employee gets $40.00 a month 
for three months’ sickness or disability. At sixty- 
five cents a month ($7.80 a year) an employee 
gets $30.00 a month for three months’ sickness 
or disability. In event of natural death either 
group gets $50.00, and in event of accidental 
death $1,000.00 or $500.00, respectively, to their 
estate; or $1,000.00 or $500.00, respectively, to 
themselves for total disability. 


ARE THERE ANY ADVANTAGES ? 
In not stipulating that money received must 
be used for hospitalization? In the satisfaction 


of knowing some money comes into the family ? 
In meeting the premiums by small deductions 
from a pay check each month? In knowing 
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there is a considerable sum in event of accidental 
death, or permanent disability, and $50.00 in 
event of natural death? There are also psycho- 
logical, social and physical benefits evident to a 
man and his physician ; encouragement to remain 
at home. Will a man scrap his insurance for the 
drab luxury of “Group Hospitalization?” He 
will not, unless a bank employee. The price of 
an Trish Sweepstakes ticket which is $2.50 would 
suit these men better to assist hospitals, and, if 
feasible, they would swarm to it, in preference. 

Will “Group Hospitalization” so readily pushed 
to a certain point in selective groups stagnate at 
that level with $275,000 or more in the hands 
of promoters for promotional activity, or will a 
recognition of its limits be seen and the money 
apportioned to hospitals? Who knows? 

The scheme is not entirely to avoid “Passing 
the Hat,” or to tide a man over, or partly over, 
an acute illness or accident, or to provide a 
refuge for a solitary individual who would other- 
wise impose upon friends or relatives. 

The doctors are accused of lack of compre- 
hension on this scheme of not cooperating for 
the benefit of the hospitals; also, reproached for 
not selecting members of their medical organi- 
zation to officially endorse the plan by serving 
on the Group Hospitalization Board. It is pub- 
licly stated, “the medical organization endorses 
the plan”; that is not true. The assertion then 
comes forth, that doctors will be found who will 
serve on the Board: likely so, but it will be a 
false front and not change the complexion. Many 
people respond to the plan because they want to 
help the hospitals and they regard the plan as 
a modest way to do so, subscribing as they would 
to the American Red Cross or any demand 
stressed for humanity. 

This effort to promote membership in an or- 
ganization alleged to help hospitals gets a ready 
and respectful audience, if not an understanding 
one. 

QUESTIONS ARISE, THAT ARE NOT EXPLAINED 

Is the “Group Hospitalization Plan” on a non- 
profit basis? Is the effort a scheme to satisfy 
financially interested creditors in institutions 
that originally transfixed the hospitals? How 
do the promoters handle funds, except those dis- 
bursed for hospital services? These are consider- 
able excess funds. Is there any intention of re- 


ducing the cost for care of patients from the 
excessive charges the hospitals make because their 
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overhead compels a large amount for interest and 
bonds? Is the general public asked to pay for 
a “dead horse” by satisfying creditors’ claims 
against inflated institutions by appeal to human- 
ity and altruism? 

The House of Delegates of the American 
Medical Association, Section 9 of the principles 
formulated for Group Hospitalization states, 
“Don’t make Group Hospitalization a plea to 
help the hospitals financially; make it a public 
spirited proposition to do so.” Helping out 
inflation and creditors is not mentioned in these 
rules, but the delegates do recommend a non- 
profit organization made up of physicians from 
medical societies and hospital groups. 

The “Group Hospitalization Plan” as it now 
proceeds is, and can be, more of a racket, like 
the hospital suffered before from its friends ( ?) 
on the outside, and the indications are, the 
hospitals are again being cultivated for a forced 
production of forced revenue. Hospitals are 
not helped by outsiders capitalizing the neces- 
sities of the hospital by public appeal to hu- 
manity and altruism, unless, the “dead horse” 
stage is admitted and the hospitals exploited to 
the condition they are in, benefitted by financial 
reorganization. Substantial reduction of rates 
are in order so a patient will not feel he has 
been taken by the heels and shaken loose from 
all he has, particularly when incapacitated by 
sickness or injury. 

To conserve our hospitals is all right and 
necessary, but they have become so much a sep- 
arate, billing proposition, on‘ their own, they 
haughtily remove themselves from the physicians 
who place the business in their laps. 

Some doctors send as many as one-third of 
their patients to the County Hospital; these 
patients cannot afford a pay hospital. When 
the patient pays his way, as the doctor instructs 
him to do, the “shake-down” from excessive 
charges by the hospital starts a wail from the 
patient carried to the four corners of the earth; 
it hurts the doctor also; he must be a smooth 
liar or a wonderful diplomat to placate and 
reconcile the patient. 

“It does not always succeed, but it impresses 
the doctor with his duty to scrutinize agencies 
allegedly cooperating with him in care of 
patients. 

The statement that these agencies are business 
propositions outside and independent, of the 
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physician’s consideration is all “bunk”; it is 
not presumptuous for the doctor to question 
cupidity and its exploitation, effecting his inter- 
ests. It is not in evidence; approval by official 
medical organization is even slightly responsible 
for the plight of the hospitals from over infla- 
tion. Lay promotion, retracing its steps to work 
again on the hospitals, through the susceptibility 
of the public to humanitarianism and altruism 
could ruin the institutions. Group Hospitaliza- 
tion, if it is on a non-profit basis and adjusted 
to economic conditions, might have some con- 
sideration with official medical study and ap- 
proval because of the susceptibility of the public 
to it; but don’t let it have its own way to make 
“suckers” out of the public to support a “racket.” 

There is no disposition in this article to argue 
the overhead of the hospital when it comes to 
sane up-keep, the cost of a training school, the 
salaries of heads of departments, the purchase 
of scientific equipment and the general welfare 
of the patient benefitted thereby. 

When the rates are increased, one or two 
hundred per cent to meet inflationary credit, 
that is an “Old Man of the Sea” about the neck 
of the hospital, the legal process of removing 
the incubus is in order before injecting life in 
the hospital. The susceptibility of the hospitals 
to lay influences that capitalize hospital wants 
and conditions to selfish interest is no credit to 
hospital intelligence that permits it. The 
“Group Hospitalization Plan” in not accounting 
for all its revenue avoids the “headache” of ap- 
portioning funds other than what are allowed 
without question for hospital services rendered. 

Relatively the physician is as important as 
the hospital that receives his cases and no inde- 
pendence of the hospital toward his relationship 
is appreciated, particularly when the patient is 
gouged thereby. 

POSTCRIPT 

Commenting on the “Paul Revere” Broadcast, 
April 18, 1938, on WMAQ, 8:30 p. m., that 
date, reports of the Chicago Tribune state: “Mr. 
John J. Abbot, Vice-President of the Continen- 
tal Illinois National Bank & Trust Co., told of 
the successful application of the plan to em- 
ployees of the bank.” This statement is as ex- 
pected and indicates “Bank Interests” are out 
to collect on hospital inflation. Nothng like 
the bank’s purpose was intimated, nor were the 
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following points mentioned in the broadcast: 

That hospitals were greatly over expanded. 

That a normal price to sick people should be 
$1.50 for ward bed, $2.50 for two bed room and 
$3.50 for a single room. 

They won’t throw you out if you go to a first 
class hotel and ask for a room at $2.50 or $3.00; 
they are glad to see you. You can even do 
better on rates if you are going to stay a while. 

Hotels are not exempt from taxes either. 

The Group Hospitalization Plan offers $6.00 
a day for 21 days; the hospitals think they 
should have $7.00. The difference between $7.00 
and $1.50—$5.50—is for the creditors. No won- 
der Mr. John J. Abbott, Vice-President of the 
Continental Illinois National Bank & Trust 
Co., told of the successful application of the 
plan to employees of the bank. Can a duck 
swim ? 

Nothing was said in the broadcast anything 
like this: 

We, the Group Hospitalization Plan, from our 
last report showing we could do so, apportioned 
$2,160.00 to each hospital (there are 50 hospitals 
in Chicago, though not all would participate) 
for services rendered; the rest of the fund 
$5,440.00 to each hospital is our fund for oper- 
ating and is not to be discussed. 

Cities participating in the “Group Hospitali- 
zation Pian’ are mentioned—those on the west 
coast, south, midwest, and lastly the east, where 
it has been established longest, the plan is men- 
tioned last. Stimulating enthusiasm in; new 
regions is not to conflict with experience and 
sophistication of established conditions. 

Quoting somewhat further in the article from 
the Chicago Tribune, “Group Hospitalization is 
not a panacea for the public or the hospitals, but 
it does help the patient by paying his hospital 
bill, the doctor by increasing his chances of 
collecting a fee, the tax payer by removing some 
people from tax supported to private hospital 
(think how remote that is), the business man 
by decreasing need for philanthropy (a strong 
claim for introducing plan), and the general 
public by removing the barrier to the economic 
care (a platitude for the Government.) 

To call the “Group Hospitalization Plan” a 
panacea is a mistake; it is more a “Bankers 
Special” for collection. 

The Chicago plan is mentioned specifically as 
the one entitled to recognition in this field. The 
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promoter also stated: “Employers were hustling 
employees to join the plan and ultimately an 
enrollment of ten million throughout the coun- 
try was expected.” 

Quotes he further, “It was expected to arrest 
a trend to so-called socialization of medicine 
more than any other thing possibly could do” 
and then continues: “Let us remember THIS 
government cannot successfully invade the field 
of Social Service until private and group 
initiative fall down. When private and group 
initiative do fail to provide needed social serv- 
ice through cooperative means organized on a 
community basis (the ‘Banker’s Special’ fits this 
idea), the politician is compelled to vote for the 
invasion of that field by Government.” 

The promoter means “A Dictatorship and 
Socialized Medicine.” If pumping misguided 
funds into waterlogged institutions, under the 
covetous eyes of politicians and doing this as a 
country wide procedure, is not a direct invitation 
to Dictatorship and Socialized Medicine, nothing 
else is. 

What politician ever failed to play a predica- 
ment, particularly in public welfare, except to 
his own advantage? He is looking for these 
things. How long has it been going on? He 
will sure grab it. The doctors on this broadcast 
were from the American Hospital Association, 
their jobs depend upon expression of apprecia- 
tion for the plan. 

In a Hitler parade in Berlin, placards an- 
nouncing “Give Us Back Our Colonies,’ were 
accompanied by persons jigging along, dressed 
as Africans: they held up the placard, “Give Us 
Back Our ‘Funny’ People.” The hospitals need 
to get rid of their “Funny” people who at heart 
are not medical in genuine concern for the public 
or the hospitals, but project themselves in the 
hospital field as philanthropic at the expense of 
underpaid employees to collect frozen assets. God 
save the hospital from its friends (?). 

The worst is yet to come and when it does 
come, the promoters of “Group Hospitalization” 
can side step, glibly denouncing doctors for lack 
of enthusiasm, comprehension and cooperation. 
They can set themselves up in something else 
with experience handling money from “suckers” 
to “sucker” institutions; a set-up politicians will 
not very long ignore and which they will sieze 
greedily, not for a “cut in” but all of it. That’s 
how dictators are born. 
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We can have another Valley Forge, and we 
stand at Armageddon when we see the whites of 
their eyes. Except for this article there is no 
expression from any organization, medical or 
secular, the “Banker’s Special” (The Hospital 
Group Plan), or from tle hospitals, notwith- 
standing church connections, that the cost to the 
public is outrageously and criminally high. The 
rates are just simply accepted as facts that are 
to be. 

Unfairness in costs to patients is unfairness 
to the doctors and, notwithstanding the democ- 
racy of our hospitals and medical institutions, 
their plight puts them on the spot. Maybe they 
will incubate a Dictator. The iron hand of a 
Dictator can smite alike the just and the unjust, 
and neither religion nor racial pride will keep 
from trailing in the dust or pushing to the wall 
those who failed the trust they assumed. 

3201 Warren Boulevard. 





PREGNANCY WITH ONE KIDNEY 
W. G. Cummings, M. D. 
WINNETKA, ILLINOIS 

PREGNANCY FOLLOWING NEPHRECTOMY 

The majority of physicians feel that following 
complete recovery from nephrectomy and after 
compensatory changes in the other kidney have 
taken place, the life expectancy for the patient 
is equal to that of a person with two normal kid- 
neys. The remaining kidney, through an hyper- 
trophy which takes place within 20 to 25 days 
after nephrectomy, takes over the function of 
both kidneys. In fact, where the diseased kid- 
ney has not been functioning for some time the 
normal kidney has assumed the load of both be- 
fore operation. 

I wish to consider here whether or not this 
same condition holds for women who later be- 
come pregnant and bear children, Is the remain- 
ing kidney able to take over the added load of 
pregnancy without overtaxing itself and perhaps 
shortening the life of the patient ? 

It was formerly thought by many authorities 
that pregnancy should not take place in a 
woman who had previously had a nephrectomy, 
and as a result many pregnancies have been ter- 
minated on this basis as soon as the diagnosis 
was made. The opinion of most physicians now 
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is that this was a mistake, and that properly se- 
lected cases can go through a normal pregnancy 
with little or no difficulty. 

Of course, there is an increased load on the 
single kidney during pregnancy and labor, but 
the remaining kidney has compensated for the 
loss of its mate so that the urinary function is 
not materially decreased for any length of time 
and many of these patients carry on with no al- 
bumin, a normal sediment and normal function 
throughout. However, the careful selection of 
cases and the proper handling of those selected 
is most essential if pregnancy is to be allowed to 
take its course. 

First of all, the cases of renal tuberculosis, 
which in many ways are the most serious of kid- 
ney conditions. 

Kanter and Klawans! stated that patients hav- 
ing nephrectomy for this condition should be 
sterilized because most renal tuberculosis is bi- 
lateral, although it may not appear in the oppo- 
site kidney for several years after the primary 
focus has been removed. 

Crabtree and Cabot? observed 29 patients on 
whom a nephrectomy had been performed for 
renal tuberculosis and all 29 showed albumin, 
from a trace to large amounts, for from five to 
15 years after operation. They stated that many 
authorities look upon future pregnancies with 
apprehension, and conclude that these patients 
must have unusually close scrutiny and that 
probably two to four years, with the patient 
showing no evidence of rena) pathology, should 
pass after the operation before pregnancy is per- 
mitted to take its course. 

Mussey and Crane, at the Mayo Clinic, re- 
ported five patients with renal tuberculosis on 
whom nephrectomy was carried out, and each of 
whom later had a normal pregnancy with deliy- 
ery of a normal baby at term. 

It is probable that most of these patients 
should not become pregnant because we cannot 
be sure that the patient is absolutely free from 
tuberculosis. She may possibly have a quiescent 
lesion in the remaining kidney or in the chest 
which could be overlooked and which very likely 
would become active during a subsequent preg- 
nancy and labor, with destruction of the remain- 
ing kidney. 

If, however, an attempt is to be made, for any 
reason, to carry the patient through a preg- 
nancy, she must have an unusually careful ex- 
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amination, including all possible diagnostic pro- 
cedures for tuberculosis and kidney function. If 
at any time during the pregnancy evidence of 
activity of any tuberculous lesion or evidence of 
any kidney damage is found the pregnancy 
should be terminated. 

Secondly, in patients with malignant tumors 
of the kidney for which nephrectomies are per- 
formed, with perhaps rare exceptions, pregnan- 
cies are contraindicated because the tumors are 
so often recurrent. 

Thirdly, as congenital cystic kidney is a bi- 
lateral condition, patients with this disease should 
not be allowed to bear children. 

Furthermore, if a severe toxemia pyelonephri- 
tis, or pyelitis, develops during pregnancy in a 
patient with only one kidney, the pregnancy 
should be terminated rather than to allow the 
kidney to be subjected to the added strain. 

However, in women on whom nephrectomy is 
performed for conditions such as unilateral pyo- 
nephrosis, nephrolithiasis, trauma or non-malig- 
nant tumors where there is less chance for recur- 
rence, pregnancy can take place and follow a 
perfectly normal course. 

H. B. Mathews* has collected the records of 
241 women who had nephrectomies and later 
became pregnant. There were 265 labors in the 
series of which 250 were normal and 15 compli- 
cated. Two patients died. He concludes that 
pregnancy following nephrectomy is safe with 
certain exceptions, and that these patients 
should have a more thorough examination, espe- 
cially for kidney function. 

Hartmann,‘ of Paris, reported a series of 74 
patients who became pregnant after having a 
nephrectomy. Seventy-two of these had from 
one to four pregnancies without maternal com- 
plications and with only two abortions. Two 
cases died, one of eclampsia and one of renal in- 
sufficiently. Seventy of them went to term and 
delivered normally. 

This report suggests the question, How many 
pregnancies can a woman be safely allowed after 
a nephrectomy? In Hartmann’s report some of 
the patients had as many as four pregnancies 
with apparently no serious results. However, 
pregnancy, labor, and the puerperium certainly 
do subject the kidneys to an added strain; just 
how much it is impossible to state. Even though 
there is no apparent damage done to the kidney, 
[ believe that a person with one kidney should 
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limit the number of risks to which she subjects 
her one remaining kidney each time she goes 
through a pregnancy. 
NEPHRECTOMY DURING PREGNANCY 

Schmidt® collected the records of 35 patients 
on whom a nephrectomy was performed during 
pregnancy and made a study of the whole group. 
There were two maternal deaths, or 5.7 per cent. 
In seven patients the effect on the pregnancy 
was not indicated. One patient was operated on 
almost at the time of delivery and spontaneous 
birth of a living child followed. Of the remain- 
ing patients, 21 or 77 per cent. had normal la- 
bors at term. Three had spontaneous abortions, 
one had an induced abortion, and one delivered 
a dead fetus. It was stated that in only four 
patients, or 15 per cent., were there harmful re- 
sults to the fetus. They were operated on from 
the second to the eighth month of pregnancy. 

Mussey and Crane,® writing from the Mayo 
Clinic, state that operation on the kidneys should 
be done during pregnancy if the lesion is such 
that the life or future health of the mother would 
be jeopardized by delay. They reported nine 
nephrectomies performed during pregnancy; five 
for renal tuberculosis, two for pyelonephrosis 
and one for infected hydronephrosis. One pa- 
tient aborted. There were no maternal deaths. 

The risk for surgery on pregnant women is 
very little more than it is for non-pregnant 
women and should cause little added concern. 
The time of selection for surgery is during the 
first five months, preferably after the third 
month. The number of miscarriages is not 
appreciably greater, if the operation is done with 
care, than that to be expected from any series of 
pregnant women, and in any event is no contra- 
indication to necessary surgery. 

CASE REPORTS 

1. The first case which I previously reported is 
that of a nephrectomy during the first month of gesta- 
tion, the pregnancy being undiagnosed, and which was 
followed by a normal pregnancy, labor and puerperium. 

2. The second case is that of Mrs. D., a primipara, 
age 25. She was operated on for a suspected acute ap- 
pendicitis in 1923, at which time an acute salpingitis 
was found. In 1935 she developed a cystitis and pye- 
litis and at this time a pyelogram demonstrated a con- 
genital absence of one kidney. 

She became pregnant in August, 1936. Her preg- 
nancy was normal throughout. The urine showed no 


abnormalities. 
On May 10, 1937, she was delivered of a full term 


baby by low forceps, following a 13-hour labor. Pan- 
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topon grs. % and scopolamine grs. 1/150 were given 
for analgesia, and ethylene anesthesia was used for de- 
livery. Sbe had a normal puerperium. The blood 
count showed 85 per cent. hemoglobin and 4,900,000 red 
cells. Blood chemistry on May 18, 1937, was normal. 

3. The third case was another primipara, age 24, 
who in 1933 had a left oophorectomy. Injury to the 
left ureter at this time resulted in hydronephrosis and 
a left nephrectomy was performed. In 1934 she had a 
mastoidectomy followed by a lateral sinus thrombosis. 

In August, 1936, she became pregnant, and after a 
normal full term pregnancy her labor began May 5, 
1937. She had a fourteen hour normal labor and breech 
delivery with manual aid and Piper forceps on the after 
coming head. Morphine grs. % and scopolamine grs. 
1/150 were used as analgesia and ethylene anesthesia 
was used for episiotomy, delivery and repair. The puer- 
perium was normal and she left the hospital on her 
tenth post partum day. 

The urine was normal throughout the pregnancy and 
puerperium. Blood count on the fourth post partum 
day showed 90 per cent. hemoglobin and 4,970,000 red 
cells. On May 11, 1937 the blood chemistry was 
normal. 

Urea clearance tests were done on these patients but 
are of no value in this type of case, so they are not 
included in this report. All three of these patients 
are at preesnt in good condition with normal urines. 


SUMMARY 


1. The life expectancy for a patient follow- 
ing nephrectomy is as great as that of a normal 
person, providing the remaining kidney is nor- 
mal. 

2. With certain cases excepted pregnancy 
may follow a normal course after nephrectomy 
with no harmful results to the mother or child. 

3. It is questionable whether or not a woman 
should go through a pregnancy following 
nephrectomy for renal tuberculosis. At least she 
requires very careful study and consideration. 

4, Nephrectomy performed for malignancy 
should preclude further pregnancy. 

5. Nephrectomy, as well as other necessary 
surgery, should be done during pregnancy, if the 
life or future health of the mother is jeopardized 
by delay. 

6. In case any complication arises during 
pregnancy which is dangerous to the remaining 
kidney, the pregnancy should be terminated. 

%. The risk for surgery during pregnancy is 
very little more than for non-pregnant patients, 
and the incidence of spontaneous abortion is not 
appreciably greater than that to be expected un- 
der normal conditions. 

8. Three cases of pregnancy with a single 
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kidney, all of which had normal prenatol courses 
and deliveries of normal babies, are reported. 
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SOME GENERAL ASPECTS OF MODERN 
THERAPY IN MENTAL DISORDERS 


P. M. Nation, M. D., 
Assistant Manager, Anna State Hospital 


ANINA, ILLINOIS 


Quite in contrast to their early history, mental 
institutions have in the last few years wrought 
much change in the care and treatment of the 
mentally ill. 

In the primitive days mental cases were placed 
in institutions primarily for the protection of 
society, rather than for the benefit of any mental 
therapy they might receive. 

There has been a great evolution of thought, 
and mankind has come a long way in its consid- 
eration of the mentally disordered since the time 
when these poor, unfortunate members of society 
were thought to be bewitched and possessed by 
evil spirits and demons. 

During the primitive era great wooden stock- 
ades were constructed for the purpose of safely 
housing those with mental disorder ,that society 
might be protected and spared from the contact 
of their presence. 

The type of treatment given those poor unfor- 
tunates was only in keeping with the primitive 
conditions of the times when strong chains 
rattled from human limbs; where indifference to 
mental suffering prevailed, and restraining meth- 
ods knew no bounds. 

Whatever advancement has been made in the 
field of psychiatry, it must be remembered that 
this special field in medicine arose from a very 
humble, primitive origin, surrounded by a me- 
dium of thought scarcely reaching up to a hu- 
manitarian basis. After the passing of the 
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demon days there gradually emerged from the 
chaos of darkness an era in which the human ele- 
ment began to give expression indicative of scien- 
tific progress. This was at first manifested by a 
conscious adaptation of a humanitarian attitude, 
wherein it was conceived that mental patients 
needed hospital care and treatment rather than 
sequestration in an asylum stockade. This idea 
grew until the turning of the asylum into the 
mental hospital has, in this modern day, become 
an established fact. Now the same scrutinizing 
examinations given to patients with physical 
maladies upon entering a modern hospital, are 
likewise accorded cases of mental aberration upon 
their admission to modern mental institutions 
where they are seeking restitution or readjust- 
ment from some psychopathic malady. When 
the cruel methods of restraints were displaced by 
the sympathetic attitude of the humanitarian 
period, the fundamental assumption was that the 
“insane” person was a sick person. And so in 
correspondence with these concepts and ideas 
asylums became hospitals, and restraints and se- 
questrations gave way to a modernized therapy. 

Progress in mental therapy has now reached a 
stage wherein the mental patient is no longer 
consigned to a hopeless despair. We live in hap- 
pier days. The demon era has long since passed. 
We have seen some decades of a humanitarian 
epoch in which wonderful strides have been made 
pointing toward a scientific program which at 
the present time, gives hope and encouragement 
for future progress. 

The use of hydrotherapy has become a sheet 
anchor in the management of disturbed patients. 
The tub and wet sheet packs certainly have a field 
of usefulness in modern therapy. Occupational 
therapy has provided the means of employment 
of both mind and body, and is a very helpful 
method in the matter of readjustment toward a 
normal condition. 

Recreational activities are now being given at- 
tention in all well-ordered mental institutions. 
We all recognize the importance of some form of 
recreation in the life of normal individuals. “All 
work and no play” has long since become a watch- 
word in the routine of our daily activities out- 
side of institutional life, but when considered in 
relation to those who are confined to our mental 
institutions, the subject takes on an increased 
significance and much benefit is being derived 
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from recreational therapy which is being done 
in the modern mental hospitals of today. 

Fever therapy has for some time provided one 
of the most valuable methods of making a restitu- 
tion in the organic psychosis known as syphilitic 
meningo-encephalitis. The advancement made 
in the chemotherapy of this particular psychosis 
should not be overlooked. Fever therapy has also 
been used in the treatment of such cases of func- 
tional psychosis as dementia praecox and manic 
depressive. 

While we recognize that advancement has been 
made in the treatment of some forms of organic 
psychoses, the field of functional psychoses has 
remained practically untouched until a few short 
months ago. 

Such mental disorders as dementia praecox 
and manic depressive psychoses have ravaged the 
human mind with all their terrors while psychi- 
atry has stood aghast, completely submerged in 
the feeling of inadequacy to cope with these vom- 
mon mental disorders. However, the record of 
the recent past brings a very different story in 
the therapy of dementia praecox and manic de- 
pressive psychoses by the use of shock treatment 
as produced by metrazol and insulin. 

More recently the scientific advancement made 
in the treatment of cases of dementia praecox 
and manic depressive psychoses by use of the 
shock method has opened up a field of therapy 
hitherto unexplored. The results accredited to 
this method of treatment have created a demand 
on the mental institutions of our state to increase 
their facilities to meet the growing requirements 
of the public. This condition has been met, and 
special courses of instruction have been given to 
staff members of Illinois State Mental Hospitals 
to the extent that perhaps this special modern 
therapy is now being carried on in every state 
mental hospital in our commonwealth. While 
this treatment has not evolved entirely from the 
experimental stage, yet we feel that sufficient ex- 
perience has been undergone to warrant much 
encouragement for the future. 

We should like to mention in this connection 
that the State of Illinois is one of the first among 
the commonwealths of the nation to place its 
evaluation on this new form of therapy to the 
extent of providing facilities for its use without 
expense to the patient or family. This we con- 
sider very commendable upon the part of public 
officials responsible for this decision. 
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The most prevalent form of psychosis is de- 
mentia praecox (schizophrenia). It accounts for 
20% of hospital admissions, and one-half of the 
beds in mental institutions are occupied with this 
class of patients. They are usually introverts 
with broken personalities. Dementia praecox is 
not only the most prevalent form of psychosis, 
but it is also the most inscrutable and terrifying. 
Terrifying because of the hopelessness implied in 
its name: premature senility. The national re- 
covery rate, including those discharged as much 
improved, has remained below ten per cent. 
Though it attacks few over 35 years of age, its 
sufferers grow old in hospitals. They occupy 
about half of the 450,000 mental beds in the hos- 
pitals of our nation. Inscrutable because of this 
sphinx-like facade which shows neither joy nor 
sorrow nor fear, hence gives almost no point of 
contact for cooperation. 

New methods for treating mental disease are 
now being found in brain surgery, postmortem 
research, drugs and diets. Insulin, for example, 
may prove to be a very valuable adjunct in de- 
mentia praecox therapy. However, much pub- 
licized reports of 80% recoveries in the Vienna 
clinic, where it was first tried, have resulted in 
some disappointment here in this country. Re- 
lapses indicate that benefits may not be lasting. 
So far, it is chiefly helpful in very early cases, 
and by no means in all of these. Furthermore, 
nobody knows exactly how insulin works. It 
causes motor restlessness followed by coma as 
insulin reduces the blood sugar to an almost fatal 
minimum. Then, at a precise moment, glucose is 
quickly administered and lo! the patient returns 
to life and sometimes to sanity. Of late it has 
been found that insulin can be given in small 
doses over a period of several weeks, causing no 
convulsions or comas and with about the same 
results. 

The second largest group of mentally disor- 
dered patients belong to the class of manic de- 
pressives who are emotionally unstable and 
swing often—very suddenly—from the deepest 
chasms of depression to the highest peaks of 
gaiety. Both of these forms of psychoses are 
considered functional in character and no brain 
pathology is found to accompany these diseases. 

It has been my experience to have witnessed 
the results of shock treatment in a number of 
cases wherein patients were entirely out of men- 
tal contact preceding treatment. In many of 
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these cases the patients were so completely out of 
contact as to refuse to eat, could not be induced 
to answer simple questions, nor could their in- 
terests be aroused in any way. After a course of 
shock treatments had been instituted, we have 
had the pleasure of seeing these same patients so 
greatly improved as to be able to carry on intelli- 
gent conversations and, in some instances, to have 
been sent home on parole. 

It is the custom to use these methods of treat- 
ment in rotation. For example, if a group of 
patients have received metrazol therapy, complet- 
ing a full course of treatments, those that are not 
recovered will probably be assigned for a course 
of insulin, after which, those not recovered will, 
in all probability, be given fever therapy by ty- 
phoid inoculation. 

In closing we desire to stress the point that in 
this modern day every patient is expected to re- 
ceive some form of therapy where possible, rather 
than depend on spontaneous remissions. 





AN INSTANCE OF HYPERTENSION AP- 
PARENTLY DUE TO THE TAKING 
OF CREOSOTE FOR A PERIOD OF 

NINE YEARS 
S. K. Rosrnson, M. D. 
CHICAGO 


This patient had been taking creosote for 
chronic bronchitis for a period of nine years. 
Although she was occasionally seen by a phy- 
sician, the taking of the creosote was for the 
most part an instance of self-medication. With 
treatment there was a moderate fall in the blood 
pressure, but on further taking of creosote there 
was a marked rise in the blood pressure. 

Mrs. M. O., 52 years of age, of good habits, was 
first seen in Sept. 1935, when she complained of weak- 
ness, lightness in the head and drowsiness; she could 
sleep all day and all night with no effort. There was 
a heavy feeling in the lower sternum on exertion. The 
previous year she had pneumonia, and a doctor told her 
she had high blood pressure. She had been troubled 
with bronchitis and constipation for several years, and 
had taken creosote for the bronchitis for nine years, 
with relief. Twenty years previously she had similar 
substernal distress which was diagnosed as cholecystitis, 
but at operation the gallbladder was found to be nor- 
mal and was not removed. She had pneumonia as a 
child. Her father died of heart trouble at 71 and her 
mother at the same age with pneumonia. 

The examination revealed a rather obese female with 
pale skin. There was bogginess under the eyes. The 
heart diameter was slightly enlarged to percussion, and 
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there were no murmurs or irregularities. There were 
a few coarse rales in the left posterior base. The blood 
pressure was 206 systolic and 140 diastolic, and her 
weight 15734 pounds. There was some slurring in her 
speech. The Volhard concentration test ranged from 
1003 to 1033. An x-ray of the chest was done by an- 
other physician, and she was told that her bronchial 
tubes were dilated. The eyegrounds showed no hemor- 
rhages or exudates, but the retinal arteries were ex- 
tremely narrow. Treatment was carried out with cal- 
cium, viscysate, phenobarbital and a low salt diet to 
favor drainage. 

Oct. 15. She was feeling somewhat better; her speech 
was a little clearer, and’ she was less drowsy. The 
blood pressure was 182 systolic and 122 diastolic. Her 
weight had fallen five pounds. 

Oct. 29: The feeling in her head was much improved 
and the epigastric distress was less. Rales were still 
present in the left chest. 

Nov. 6: The blood pressure was 190 systolic and 125 
diastolic. The treatment was changed to the use of 
vaccine injections to clear up the bronchitis, and creosote 
was given by mouth. 

Nov. 12: The blood pressure was 205 over 120. 

Nov. 16: The blood pressure was 230 over 130. 

Nov. 21: The blood pressure was 215 over 124. 

Nov. 29: The blood pressure was 235 over 130. She 
had not been feeling so well of late, but her chest was 
clear of rales. Her weight was 14714 pounds. 

This patient was contacted again in March 1938 and 
was getting along fairly well. Her blood pressure 
was not determined, 


COMMENT 


The effects of the antiretention therapy are 
brought out in this case by the loss in weight, 
temporary fall in blood pressure and the clear- 
ing up of the mental symptoms. The subse- 
quent rise in the blood pressure coincided with 
the taking of creosote and tends to confirm the 
belief that the hypertension may have been due 
to the taking of creosote in the first place. 
Although she had been examined by‘ several 
physicians in the past 12 years her hypertension 
was not discovered until a few years ago. This 
could be taken to mean that the early phase of 
her illness was not featured by hypertension, 
which probably came on after the taking of the 
creosote. 

1352 East 55th Street. 





“What beautiful scallops you have made on the pies, 
Mandy! How do you do it?” 

“Ah’s glad you like dem, Mam. Ah just used mah 
false teeth to make de impresses.”—The Abbey Chron- 
icle (St. Benedict, La.) 
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PSYCHIC IMPOTENCE 


Epwin W. Hirscu, M. S., M. D. 
CHICAGO 


The subject of psychic impotence now claims 
the attention of physicians more than ever 
before. Increased interest in this subject is due 
to the fact that physicians whether they be gen- 
eral practitioners, internists, dermatologists, 
oculists, urologists or sexologists, are cognizant 
of the important part played by the sex factor 
in the daily life of the average individual. 

Formerly, practically all cases of sexual im- 
potence were supposedly due to a definite lesion 
either in the generative organ, in the associated 
structures, or in some distant part of the body 
which either directly or indirectly influenced the 
activity of the sexual parts. About 90% of 
sexual impotence was regarded as being due to 
organic causes while only ten per cent of the 
impotence cases were classified as psychic or 
nervous impotence. 

Today, the attitude of the modern physician 
is the reverse of what it was yesterday. Now 
ten per cent of all cases of sexual inadequacy 
are considered as being due to a distinct body 
ailment while the overwhelming majority are 
looked upon as the consequences of a derange- 
ment of the emotional system. How can we 
explain the present high incidence of psychic 
impotence? Why do we now so seldom see a 
case of organic impotence ? 

In the old days, when a man suffered with 
psychic sexual impotence, he was told that he 
had nervous or imaginary impotence. Such 
cases were classified as instances of false im- 
potence and the profession believed that these 
persons deserved little if any consideration. Phy- 
sicians only devoted their scientific attention 
to true impotence which usually consisted of 
some lesion within the sexual parts. Men with 
psychic impotence were looked upon as border 
line psychoses and were usually told to forget 
about their troubles. 

To the remarkable advances made in sexual 
psychology we are indebted for the progress 
made in our attitude toward people suffering 
with a disordered vita sexualis. Intelligent phy- 
sicians know that there are a large number of 
body ailments which are the consequence of in- 
adequate expression of the libido. Each day in 
the evolution of medicine we see more clearly 
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the important part the mind plays in the devel- 
opment of symptoms, and which so often mislead 
physicians into thinking that some organ of the 
body is not functioning properly. 

One of the grave errors made by the old school 
of sexologists is that sexual impotence was con- 
sidered as a disease entity and not as a symptom. 
Another mistake was that all cases, regardless 
of age, severity or duration of the disorder were 
treated alike. Unfortunately this fallacy to some 
extent has been perpetuated. The man of 
seventy with deficient sexual power, and the 
robust, young fellow of twenty-one suffering 
from fright were often treated alike. If a young 
male suffered from the inability to exercise his 
sexual function properly, he was labeled as a 
case of impotency and treated with tonics, sex- 
ual rests and, in some instances with an aphro- 
disiac. 

Before the days of Freud, Robinson, Hall, 
Stekel, Adler, et al., the subject of psychic im- 
potency was considered as being just beyond 
the realm of respectability. This point is par- 
ticularly emphasized by Menninger in his re- 
cent book, “Man Against Himself.” Men- 
ninger calls attention to the interesting fact 
that Osler in his text-book on medicine refers 
to impotence in only three places and nowhere 
to frigidity. Surely, the medical student af- 
ter reading Osler would not think that psychic 
sexual disorders play much part in the every- 
day complaints of man. Yet they do. 

By tracing the way in which the medical 
profession has handled the subject of impo- 
tence over a hundred years, we can understand 
why patients suffering with impotency have 
fared so poorly. Before the days of Virchow 
and cellular pathology impotency was recog- 
nized as being due to such causes as masturba- 
tion, sexual excess, nervous instability, venerea) 
disease, perversion and other similar group dis- 
orders. Most complainants were given a pre- 
scription containing a bromide. Some were 
sent to sanitoriums, others were advised to do 
hard work. In most instances the patients 
were told that perfect health was compatible 
with sexual continence and, besides, the whole 
sex problem was in the head and that difficulty 


could be solved by forgetting about it. Pa- 


{ients often consoled themselves with the idea 
that someday someone would find the fountain 
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of youth and then the matter of sexual in- 
adequacy would be easily solved. 

The next forward step in medicine was due 
to the studies of Virchow who showed that the 
cells of a diseased organ underwent changes. 
When a patient died of a disease it was shown 
by microscopic examination that the various 
organs which were affected by the disease were 
definitely altered. One could look at a piece 
of lung or kidney tissue under the microscope 
and tell what lesion of these structures existed 
during life and what part they played in un- 
dermining the patient’s health. Physicians no 
longer were content to hear of symptoms; they 
wanted to see with their eyes what was wrong 
with the various body tissues. Virchow formu- 
lated the idea that the symptoms of which the 
patient complained were due to changes in the 
cells of the affected organ. Physicians now as- 
sociated symptoms with visible changes in the 
various structures of the body. 

Next, instruments were devised to examine 
visibly the changes in the various passages of 
the body. Instruments with polished lenses 
were perfected for examining the eye, ear, nose 
and throat. Then a long tube was devised for 
looking into the urethra and the bladder. 
Medical progress now moved ahead by leaps 
and bounds. There was one exception to this 
progression. Though patients who complained 


that their sexual power was weak were treated 


with electrically lighted instruments, the re- 


sults were little better than before the days of 


organ inspection. 

Why did the school of sexology fail to evolve 
appreciably? Why did the use of instruments 
fail to remedy many cases of impotency? Be- 
cause the sexual function is different from all 
other functions in the body, If any individual 
has pus within the middle ear the effect is 
noticeable on the ear drum. This can be 
readily observed with an auroscope. Then by 
proper evacuation of pus or release of the ten- 
sion, the patient recovers. A man with an in- 
flamed prostate or veru may complain of im- 


potence. By applying a substance to the in- 


flamed prostate or veru there is no assurance 
that the patient will have adequate sex power. 


There is this vital difference between the sexual 
function and all other functions of the body : 


the sexual proclivities will not function unless 
the mind consciously and unconsciously wills 
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that the sexual parts perform properly. If the 
body says “yes” and the mind or psyche says 
“no” then a state of impotence will ensue. In 
other words no matter how normal the subject’s 
outlook on life may seem, he cannot demonstrate 
his sexual prowess to his own and partner’s sat- 
isfaction unless his mental attitude is free and 
unrestricted. In a word, he must be uninhibited. 

Impotence demands frank consideration of 
the emotions, and the subject of emotion does 
not fit in very well with the bounds of urology. 
Sexual disorders are treated by urologists as a 
step-child: ownership is acknowledged but ex- 
huberant interest is not displayed. The more 
urologists have become aware that impotence 
was essentially a psychic disorder, the more a 
consideration of impotence in urological texts 
has been shunned. As long as impotence was 
classifiable into a long list of lesions which rep- 
resented definite pathological states, all was well. 
But if the pain in the urethra was due to a pho- 
bia or fixation then it ceased to be of scientific 
consideration. 

Medicine advances despite the archaic teach- 
ing that function depends upon structure and 
nothing else. By experiment and clinical tests 
it has been demonstrated that the involuntary 
nervous system plays a tremendous role in the 
daily life of man. We now recognize that 
spasms of the pylorus, larynx and bladder neck 
may produce symptoms that simulate organic 
lesions. Also, spasms of the arteries to the penis 
may prevent blood from entering the part and 
thus preclude organ turgidity. Impotence there- 
fore may be due to factors about which the suf- 
ferer is totally unaware, 

One reason why the treatment of impotence 
has remained at a low level is because laymen 
as well as physicians like to consider sexual ac- 
tivity from the mechanistic viewpoint. It is 
very much easier to talk about the sex when 
one thinks of the sexual apparatus as a piece 
of machinery. Patients, as a rule, prefer sub- 
mitting to mechanical treatment because it in- 
dicates to them that some part of their sexual 
mechanism needs adjusting. Another advantage 
of this form of treatment is that it necessitates 
but little outlay of time and causes the patient 
little inconvenience. Treatment of impotence 
by mechanical measures spares the patient much 


embarrassment because he does not have to re- 
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veal his true inner self. The sphere of private 
thought is not invaded; there is no undressing 
of the soul and the patient’s mighty fortress of 
Sex repression is not assaulted. 

One may ask: If psychic impotence is so 
common why are not more cases reported in the 
literature? Why is there so little information 
on this subject in our text-books? Even in scien- 
tific circles there still exists a veritable tabu on 
this important subject. It seems that the airing 
of such matters is a touchy subject. Few men 
have the skill, audacity and acumen to probe 
into the deeper layers of the mind and to present 
the results of their research. Many physicians 
who sense that there is something wrong in the 
sexual life of the patient often meet with re- 
buff because they give the patient the impression 
that they are impertinently curious. Investiga- 
tion of the patient’s sexual life must be done in 
an inoffensive manner. 

In the handling of psychic impotence the 
physician must be cautious about accepting the 
patient’s own diagnosis. Often patients will 
come to the physician and say that they are suf- 
fering with impotence because they suffered a 
single sexual] mishap. In al) too many instances 
physicians believe patients without any hesi- 
taney. The physician who has had experience in 
this field does not accept the patient’s self esti- 
mate, but makes a survey of his own and arrives 
at the diagnosis by careful questioning. 

My experience has taught me that one must _ 
be slow to accept statements of the following 
type as valid: “My lost manhood is due to that 


awful infection of gonorrhea which I had a year 
or two ago.” Patients like to blame their sexual 


timidity on a disease rather than believe that 
their lack of efficiency is due to a state of fear. 
Men very much dislike the thought that their 
inability to fulfill a body desire is caused by the 
interference of an invisible agent. 

Usually, when a patient consults a physician 
beeause of a sexual deficiency, he receives some 
medication to fortify his ebbing strength. After 
the gamut of aphrodisiacs has been run and -the 
physician’s patience has been exhausted by the 
patient’s never-ending series of complaints, the 
patient departs no better and no wiser to seek 
help from some other source. 

Psychic impotence represents an organic 
state due to a psychic cause. The sexual part 


is the place where physiology and psychology 
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meet. I{¢ is the site where body and mind blend. 


The sexual function represents the power of 
mind over matter. Jf the mind is opposed to a 
particular sexual union, the subject is powerless 
to assert his body urge. There must be accord 
in sexual union between mind and body or else 
a state of psychic impotence is likely to, and 
usually does, result, 

Tf the mind plays such an active part in the 
sexual life why ig not mare done by psychalogt- 
eally-minded physicians to help that vast army 
at pagekia impatents? The obstacles are many 


and complex. First, few physicians have studied 


the problems meident fo this phase of medicine. 


Secondly, most patients do not understand the 
part that psychology plays in medicine. The 
average individual resents the prescriptions of 
the psychotherapist. All the rules and regula- 
tions laid down for the patient with psychic im- 
potence seem odd when compared to the drug or 
instrumental therapy of regular medicine, The 
psychic impotent is taught to change his mode 
pi thinking, his attitude toward Dife, toward his 
fellow man and woman. Psychic impotents are 
made to realize that they are social creatures. 
Sociological measures are among the remedial 
agerits and while, seemingly, not scientific they 
are founded upon psychological laws. What 
counts most is that they work. 

One of the great difficulties in discussing 
sexual neurosis is that the subject is an elusive 
one, Likes and dislikes, memories and impres- 
sions, instincts and similar matters are dis- 
cussed. All this seems strange to people who 
expect the physician to treat them along regu- 
lar medical lines. The study of psychic impo- 
tence is a study of human nature which as every 
one knows is very hard to understand. 

Most men look upon the sexual organ as a 
“thing.” In fact, many men and women refer 
to the sexua) organ as “that thing.” By “thing” 
they imply an appendage of the body which ac- 
cording to their way of thinking, should not be 
subject to the dictates of the mind. Most men 
feel that the sexual organ is independent of 
higher thought. The psychic impotent suffers 
from a cleavage of sex mentality and body sex- 
vality. 

On one hand the urologist beckons to the im- 
potent with his ingenious armamentarium while 
on the other hand the psychologically-minded 


physician attempts to appeal to the patients in- 
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telligence. Who then should treat the psychic 
impotent? Or better, how best may the psychic 
impotent be cured ? 

To initiate recovery, it is essential that the 
subject’s inner thought processes be searchingly 
analyzed, We seek to determine whether he is 
outwardly social and inwardly asocial. Does he, 
apparently, like people and geeretly dislike 
them? Does the word “love” have any meaning 
for him ? 

Reduced to its fundamental, psychic impo- 
tence js a personality problem. We endeavor to 
see the life processes of the individual from the 
Jong range viewpoint. The restraint exercised 
by members of the family and especially the in- 
visible influences which have thwarted the in- 
dividual must be uncovered, 

Psychic impotence may be looked upon as a 
Jorm of mental colic. The mind cannot digest 
the impulses which enter it. Somewhere along 
the line of nerve communication an impulse 1s 
sidetracked. Improper contact means improper 
reaction with the result that mental indigestion 
ensues. 

A very common cause of the mental unrest 
which tortures the sexual neurotic is the un- 
pleasant ideas which certain words provoke. The 
factors which are responsible for “word agony” 
are not traceable by direct probing. I+ does lit- 
tle good to ask a man why he perspires when 
the word “masturbation” is mentioned. We do 
get an intelligent answer when the subject re- 
tells his life story, line by line; paragraph by 
paragraph; page by page and chapter by chap- 
fer, 

Tn a word, psychic impotence is a disorienta- 
tion within a restiicted part of the subject's 
mental domain. It consists of improper reac- 
tions to persons and things. Certain impulses 
produce unpleasant effects because the “sexual 
devil” which was used to bully the patient when 
he was an adolescent is a myth which has been 
passed into his adult life. 

While the peculiarities of the impotent are of 
interest and importance in determining what the 
conditioning factors were, which are responsible 
for the patient’s plight, the physician is eager to 
know how this knowledge may be used to set 
the sexual derelict aright. It is essential that 
the subject be aware that he is maladjusted. 


Then he is ready to accept a plan which is more 
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likely to lead to success than the one he has fol- 
lowed, 

There are no strict set of rules to ensure suc- 
cess. Hach case must be handled as an individ- 
ual problem. ‘The patient is taught to pursue 
a course which meets his needs. Fach of his 
fears must be fearlessly recognized and handled, 
not by a negative process of evasion, but by 
positive measures which pit fact against fact. 

Sexua) impotents weary most physicians be- 
cause the time factor stares the physician in the 
face. Treatment can not be undertaken on the 
usual office visit basis, The physician must 1is- 
ten to the patient’s endless drivel until he 
catches a sufficient number of important “finds.” 
To be sure, the patient will repeat himself many 
times and apparently thera ig much wastage of 
time. At last, however, the physician is re- 
warded for his endurance, and there comes to 
light the thoughts which have harrassed the pa- 
tient and made him a prisoner rather than a 
free agent of his mentality. 

Business men who have occupied executive 
positions are often quite recalcitrant, It takes 
quite a bit of maneuvering to get this type to 
talk freely. Often such men will initiate the 
conference by the facetious remark: “Well, [ 
guess I need a gland operation,” or something 
of that sort. They do not know how to present 
their case history. They will stress that part of 
their history which shows them up in the best 
light. At length, we get them to present the 
story of their intimate life and if the physician 
shows a spark of understanding, he will find that 
he has a subject willing to draw aside the cur- 
tains which have obscured his view of sexual life. 

All psychic impotents must be first examined 


physically so that no organic factor will be over- 


looked. If the physical examination is negative 
and the patient admits that he has morning erec- 


tions, then we can be almost certain that we are 
dealing with a case of psychic impotency, 


Most cases of psychic impotence can be han- 
dled successfully within a reasonable period of 


time. Common sense measures prove most 


availing. The patient is not weighed down with 


scientific terms or abstract theories. We make 


the patient feel that he is not regarded as an 
abnormal person just because his sexual life is 
deficient. Once his abnormal fear of sex is re- 
moved, the subject quickly realizes that he is 


just as normal as his fellow man and can meet 
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the demands of the sexual urge to his own as 
Well ag to his mate’s satisfaction. 

SUMMARY 
{. Psychic impotence is a very common disor- 


(ler. 


To handle this affection with sympathetic in- 


sight one must understand sexual psychology. 


3. Excellent results are obtained in the vast ma- 


re) 


jority of cases by nse of proper measures. 
185 North Wabash Avenue. 
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NON-EPIDEMIC PAROTITIS 
A Complication of Insulin Shock Therapy 


J. W. Ktaeman, M.D. 
CHICAGO 

In the profound physiological changes in- 
duced by insulin shock therapy for schizophrenia 
considerable disturbance may occur in yarious 
organ systems apparently more or less distantly 
removed from the seat of pathology under treat- 
ment. 


In inducing profound hypoglycemia and coma 
with insulin the effect on the sympathetic and 


autonomic nervous systems is well known. From 
evidence already gathered it would seem that 
stimulation of the sympathetic centers is of 
major importance in the treatment of schizo- 
phrenia. Singer’ is of the opinion that schizo- 
phrenia is characterized by a deficiency in the 
autonomic system and particularly of its sym- 
pathetic division. Gellhorn? considers the prin- 
cipal therapeutic effect of the hypoglycemia to 
he due to the stimulation of sympathetic centers, 
and concludes that: “in the future treatment of 
schizophrenia will be guided by a definite physi- 
ologic theory and by experiments designed to 
find the most suitable and effectice procedure 
for the excitation of the sympathetic centers.” 

In the autonomic mechanism is included the 
system of salivary glands, and their excitation 
is one of the principal manifestations of the 
hypoglycemic state. In coma induced by massive 
doses of insulin, salivation may be so profuse as 
to cause the drooling of copious quantities of 


saliva. 
The salivary glands receive their nerve supply 
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from two general sources, the bulbar autonomics, 
or parasympathetics, and the thoracic auto- 
nomics, or sympathetic fibers. These fibers run a 
tortuous course through the cranial innervation— 
through such nerves as Jacobson’s branch of the 
glossopharyngeal, or ninth nerve, the fifth cran- 
jal and seventh cranial; in their course these 
autonomic fibers make contact with the optic, 
superior cervical, gasserian and submavillary 
ganglia. Thus it is apparent that there are nu- 
merous connections with the cranial nerves. As 
to the functions of these nervous sources, al- 
though both carry secretory fibers, it has been 
found that while the parasympathetics contain 
vasodilator fibers, the sympathetics carry vaso- 
constrictor fibers. 

With regard to the parotid it is to be noted 
that it is a compound tubular gland. Although 
its secretion is more serous and thin than the 
secretion of the sublingual and submaxillary, 
containing relatively little albumin, the parotid 
has a large duct (Stenson’s) opening on the 
inner surface of the cheek opposite to the second 
upper molar. 

It may be deduced, or supposed at any rate, 
that in the prolonged stimulation of the auto- 
nomic nervous system that occurs in insulin 
shock and coma, the hyperemia of the parotid and 
the other salivary glands is conducive to stasis of 
the secretion with possible partial retention. 
Moreover, Howell* has shown that experimen- 
tally, at least, when the stimulation of the chorda 
tympani is gradually increased, care being taken 
not to fatigue the gland, a change in the com- 
position of the secretion occurs. This change 
consists of the increase of organic and solid con- 
tents of the secretion. Although not experi- 
mentally established in the case of the prolonged 
stimulation incidental to hypoglycemia and in- 
sulin shock, it is a result worth thinking about 
in connection with possible parotid stasis. 

Case, L. H. Classification: Schizophrenia, hebe- 
phrenic type. History shows patient suffered from the 
usual childhood diseases, including mumps. She had 
previously had a course of metrazol treatment. She 
was given preliminary physical examination, glucose 
tolerance, basal metabolism tests, urinalysis, blood count, 
etc., etc. Insulin treatment was begun March 9, 1938 
when she received 20 units. There were 28 treatments 
during which time patient had seven comas. The shock 
dose was 150 units. This was successively reduced until 


coma was produced with 110 units. Total dosage of 
insulin given was 2785 units. On April 10, 1938 patient 
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was found to have an elevation of temperature, and 
was not given insulin, but treatment was resumed the 
next day, April 11, 1938, when the temperature was 
found to be normal and patient had no complaint. 

However, on the afternoon of April 11, 1938 the 
temperature began to rise again, and by 4 P. M. was 
102.2 F. At 8 P. M., the temperature was 103.2 F, 
and patient began to complain of sore throat and dif- 
ficulty in swallowing. She became restless, and by 
noon of the following day there was marked swelling 
of right side of the face and neck. The swallowing 
complaint and pain in the throat were undoubtedly due 
to the pressure from a hard, inflamed, and congested 
parotid gland; it disappeared in a day or two although 
the patient continued to run a febrile course and showed 
a markedly swollen parotid gland. At this point phys- 
ical examination was negative and patient showed only 
swelling of the right parotid, continued febrile course 
and leucocytosis. White blood count was 24,000, 
R. B. C. 3,900,000, 85 per cent. hb. Urinalysis nega- 
tive. Patient continued to run a febrile course with 
temperature remaining about 101 F. until about April 
23, 1938. The swelling and tenderness in right parotid 
gradually became less, until about a week after the dis- 
appearance of the fever when it had completely sub- 
sided. 

Throughout the insulin shock treatment, except when 
in coma, patient exhibited great restlessness. She was 
particularly subject to marked twitching of the facial 
muscles. Because of the nervous connections of the 
parasymapthetic and sympathetic fibers supplying the 
salivary glands, with the cranial innervation and sev- 
eral of the ganglia, especially the fifth and seventh 
cranial nerves, it may be possible to think of the circu- 
moral twitching as reflex stimulation, and to believe 
that such spasms indicate considerable activity in the 
salivary glands. 

Patient usually had a marked period of excitement 
before passing into coma, requiring the assistance of 
two or three nurses. As a consequence it required rela- 
tively large doses of insulin, and only when luminal 
(gr. 1ss) was given could the shock dose be reduced. 
During the stage of excitement, and especially while 
in coma, patient secreted copious quantities of saliva 
and showed persistent tendency to protrude the tongue. 

Patient began to show circumoral twitchings on 
March 17, on the eighth day of her insulin shock treat- 
ment, and this became even more pronounced later. 
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April 10—Treatment discontinued because of elevation of tem- 
perature. With normal temperature following day, treatment 
resumed. 

P| a | rr 97.2 97.4 97 96.4 97 99.6 103.2 103.6 
Insulin shock therapy discontinued because of elevation of tem- 
perature, which was continuous for next ten days, patient 
developing parotitis. 
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Table 3. 
APRIL 7; 
Insulin administered: 120 units, luminal (gr. 1ss) 6 
A. M. 


7:30 Lying quietly in bed, dozing. 
8:00 Generally quiet and cooperative. Wide awake, 


8:30 Peri-oral twitchings. Fine tremor of hands. 
9:00 Naisy, restless, resistive. Increased salivation. 


Numerous facial twitchings. Coma (9:15). 
9:30 Sterterous respiration. Markedly increased per- 
spiration. 
9:45 Given 300 grams succrose per nasal tube. 
APRIL 9: 
Insulin 120 units, luminal (gr. Iss) 6 A. M. 
7:30 Lying quietly in bed. Awake. Cooperative. 
8:00 Somnolent, but easily roused. Quiet and coopera- 
tive. 
:30 Somnolent, but can be roused. Fine tremor of 
hands. 
9:00 Grimacing. Sucking movements of lips. Tongue 
protruding. Restless. 
9:20 Markedly increased salivation. Profuse perspira- 
tion. Noisy respiration. Coma. 
9:50 300 grams of succrose given by gavage. 
APRIL 11: 
Insulin 110 units, luminal (gr. Iss) given 6 A, M. 
7:30 Somnolent. 
8:00 Somnolent but can be easily roused. Loud re- 
spiration. 
8:30 Sleeping; snoring. Can be roused. 
9:00 Sleeping. Increased perspiration. 
9:25 Marked facial twitchings. Coma. 
9:30 Facial twitching. Markedly increased salivation. 
Noisy respiration. 
10:25 300 grams succrose given by gavage. 


@ 


THERAPEUTIC CONSIDERATIONS 

If these postulates are theoretically sound, the 
treatment of dementia praecox should consist of 
the most suitable stimulation of sympathetic cen- 
ters, but a minimum of biproducts, such as pro- 
fuse salivation. The means at hand for controll- 
ing salivation are not numerous. 

1. Elevation of the head during coma may 
conceivably aid in preventing salivary stasis, but 
is conducive to aspiration pneumonia. 

2. As a preventive measure some suction ap- 
paratus should prove useful. 

3. Atropine, which would control salivation, 
cannot be used. Although salivation may be 
thus controlled perspiration is likewise reduced, 
and with it the danger of producing condition 
of so-called “dry shock.” 

4, Before patients are given insulin shock 
therapy special attention should be paid to oral 
hygiene, e.g., removal of infected roots, elimina- 
tion of carious cavities and treatment of existing 
pyorrhea or gingivitis. 
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5. The use of antiseptic mouthwash and 
gargle during treatment would seem highly ad- 
visable. 

6500 Irving Park Road. 
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PHYSICIANS AND THE SOCIAL 
SECURITY ACT 

A recent ruling by the Bureau of Internal Revenue 
may tend to clarify to some extent the applicability to 
physicians of the taxing provisions of the Social Secur- 
ity Act. The ruling was made in response to an in- 
quiry submitted to the federal bureau which embodied 
these facts: A physician was paid a regular monthly 
salary by a coal company to render medical services to 
employees of the company in cases in which the com- 
pany was in any way responsible for the health of the 
employees. This physician engaged generally in private 
practice but was required by his contract to be available 
at all times and to give preference to employees of the 
company. In addition to paying the physician for his 
services, the company furnished all medicines and dress- 
ings and paid all necessary expense of hospitalization. 
In holding that this physician was not an employee of 
the coal company within the meaning of title VIII of 
the Social Security Act, imposing taxes with respect to 
employment on employers and employees, and of title 
IX of the act, imposing taxes on employers of eight 
or more persons, the bureau said: 

“Under article 3, regulations 91, and article 205, 
regulations 90, relating to titles VIII and IX, 
respectively, physicians, lawyers, dentists, veterinarians, 
contractors, subcontractors, public stenographers, auc- 
tioneers and others who follow an independent trade, 
business or profession, in which they offer their serv- 
ices to the public, are generally independent contrac- 
tors and not employees. However, this is not to say 
that such persons are in all situations to be classified 
as independent contractors as distinguished from em- 
ployees for the purpose of the taxing provisions of the 
Social Security Act. The tests for determining whether 
one is an employee are set forth in articles 3 and 205, 
supra, and if such individual is subject to the neces- 
sary control, then he is an employee regardless of the 
fact that he is a physician, lawyer, dentist or other pro- 
fessional man. 

“In S. S. T. 86 (C. B. 19371, 462) it was held that 
an attorney engaged by the M. Corporation and paid a 
retainer fee to defend it in any suit that may be 
brought against it during the year is not an employee 
of that corporation for the purpose of title IX of the 
Social Security Act. That conclusion is also applicable 
under title VIII of the act. 

“In the present case, the physician is paid a regular 
monthly salary, which is in effect a fee to retain his 
services to treat employees of the company in accord- 
ance with the verbal contract. It is the opinion of 
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the Bureau that M. Coal Company does not have the 
right to exercise sufficient control over the manner and 
means in which the physician performs his duties to 
establish the relationship of employer and employee. 
The fact that the company furnishes all medicines and 
dressings and pays the expenses of local hospitaliza- 
tion when necessary is not determinative in this case. 
It is, accordingly, held that the physician engaged in 
performing services under the stated circumstances is 
not an employee of the M. Coal Company within the 
meaning of titles VIII and IX of the Social Security 
Act” (S. S. T. 240; C. B. XVI-2, 52-11). 
—J, A. M. A. Bureau of Legal Medicine. 





MORE DRUGS FOR INSURED GERMANS 


Purchases by the krankenkassen are said to account 
for 80 per cent of Germany’s domestic business in 
medicinal and pharmaceutical products, according to a 
report from the American Consulate General, Frank- 
fort-on-Main. Such purchases amounted to 143,600,000 
marks in 1937, which compares with 137,716,000 marks 
in 1936 and 151,584,000 during the preceding year. 

The krankenkassen had an average membership of 
20,200,000 persons, not including family dependents of 
members who are also covered, during the first three 
quarters of 1937, against 19,400,000 in the correspond- 
ing months of the preceding year. That the increase 
in medicinal purchases recorded by this agency did not 
result solely from larger membership is indicated by 
the fact that the average expenditure per person in- 
creased from 5.08 marks in the 1936 period to 5.19 in 
1937, the report points out. 





Marriages 





AtBErt Henry ANDREWS JR., Chicago, to 
Miss Jane Olson of Oak Park, Ill., June 25. 

Joun WiLttAmM BALtou, Rushville, Ill., to 
Miss Marijane Corya in Denver, July 5. 

ZacuAry A. BuieEr to Miss Evelyn Nauman, 
both of Chicago, July 7. 

CLIFFORD HERBERT Brusu to Miss Mary Mef- 
fit, both of Chicago, June 25. 

KENNETH FRANKLIN Hucues, Irving, [Il., to 
Miss Edna Doris of Mattoon, IIl., June 14. 

OscaR MANbeL PLorKIN, Chicago, to Miss 
Evelyn Sylvia Horowitz of Pensacola, Fla.. in 
Houston, Texas, February 6, 





Personals 





Alumni of Northwestern University voted a 
merit award to Dr. Frank A. Norris, Jackson- 
ville, at the annual reunion recently. 

Dr. Albert J. Roberts, Ottawa, has resigned 
as medicai director of the La Salle County Tuber- 
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culosis Sanatorium, a position he had held since 
the institution was founded in 1919. 

Dr. Carlo S. Scuderi, Chicago, addressed the 
Marion County Medical Society July 28 on 
“Modern Concept of Fractures of the Neck of 
the Femur.” 

Dr. Charles H. Best, professor of Physiology, 
University of Toronto Faculty of Medicine, will 
address a joint meeting of the Institute of Medi- 
cine of Chicago with the Chicago Society of 
Internal Medicine October 28 at the Palmer 
House. His subject will be “Heparin and 
Thrombosis.” 

Howard J. Shaughnessy, Ph.D., for the past 
year associate professor of bacteriology and pub- 
lic health at the University of Colorado School 
of Medicine, Denver, is again director of labora- 
tories of the state department of health. Dr. 
Shaughnessy held the position from 1930 to 
1937, when he went to Denver. 

Dr. Wendall C. Kelly, Princeton, has been 
appointed state director for venereal disease 
control, effective July 1. Dr. Kelly has been 
in charge of a state health center in Princeton 
for Gibson, Posey, Pike and Warrick counties, 
where he will be succeeded by Dr. Wallace E. 
Childs, Madison. He graduated at Indiana Uni- 
versity School of Medicine, Indianapolis, in 1936. 

Dr. John Bellows, instructor in ophthalmology, 
Northwestern University Medical School, has 
been awarded the medal in ophthalmology of the 
University of Buffalo for his paper entitled “Bio- 
chemical Studies on the Crystalline Lens.” The 
medal is given “for outstanding work in ophthal- 
mology.” Dr. Bellows graduated at the Uni- 
versity of Illinois College of Medicine in 1930. 





News Notes 





—The Chicago Surgical Society announces the 
establishment of an annual prize of $250 to be 
awarded to some young physician devoting him- 
self to surgery in Chicago, who is not a mem- 
ber of the Chicago Surgical Society, for merito- 
rious work in one or both of the fields of experi- 
mental and clinical surgery. Manuscripts for 
this year’s award should be submitted to the 
secretary of the society, 54 East Erie Street, not 
later than March 1, 1939. The committee on 
selection reserves the right not to award the 
prize if work of merit is not submitted. 

—The state department of health reports that 
eleven cases of Rocky Mountain spotted fever 
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have been reported in Illinois so far this year 
against a total of eighteen cases reported in all 
previous years. Of the total this year one in- 
fection was known to have been imported, four 
were traced definitely to native tick bites and 
the remainder are believed to have been caused 
by native ticks. Four occurred in Johnson 
County and one each in Clay, Hamilton, Henry, 
McLean, Marshall, Morgan and Winnebago 
counties. 

—Brig. Gen. Manus McCloskey, U. S. Army, 
retired, has been appointed warden of Cook 
County Hospital, succeeding Mr. Michael Zim- 
mer, resigned. General McCloskey is a native 
of Pittsburgh, 64 years of age, a graduate of the 
U. S. Military Academy, Army School of the 
Line, and Army Staff College. After many 
years of army service in the Philippines, China, 
France and the United States he became com- 
mandant at Fort Sheridan, near Chicago, IIl., 
in 1930, and last April was retired. He has 
received the Distinguished Service Medal and 
the Croix de Guerre. 

—The main building of the Chicago Lying-In 
Hospital group on the Midway will in the fu- 
ture be known as the Joseph B. De Lee Hospital 
in honor of its founder, in accordance with a 
recent change in contract merging the hospital 
with the University of Chicago. Since the mer- 
ger with the university, the name of the hos- 
pital has become “The Chicago Lying-In Hos- 
pital of the University of Chicago.” In addi- 
tion to the main section of the building, named 
in honor of Dr. De Lee, there is the “Motbers’ 
Aid Pavilion” for isolation cases and the “Max 
Epstein Clinic,’ the outpatient division. The 
university agreed in the contract to continue 
the operation of the Stock Yards Dispensary, 734 
West Forty-Seventh Street, which was operated 
by the hospital, for five years and thereafter as 
long as it may be useful. The service to women 
is also to be continued. Property heretofore used 
for the work of the Chicago Maternity Center 
has been given to that organization by the hos- 
pital. Dr. De Lee founded the Chicago Lying- 
In Hospital in a tenement house in Maxwell 
Street in 1895. He is professor emeritus of 
obstetrics and gynecology at the university. 

—Construction is expected to start late this 
year on a neuropsychiatric institute on the 
grounds of the Research and Educational Hos- 
pital, according to the state department of pub- 


NEWS NOTES 287 


lic welfare. The building will cost $1,250,000, 
of which $544,909 was supplied by a PWA grant. 
Present plans call for two towers of eight floors 
each to be connected by a two story unit. Fifty 
beds will be available for neurologic patients, 
while 100 will accommodate psychiatric patients. 
Arrangements have been made whereby the four 
medical schools in the city, Illinois, Northwest- 
ern, Chicago and Loyola, will have access to the 
psychiatric beds for teaching purposes. Twenty 
beds have been allotted to Dr. Paul L. Schroeder, 
director, Institute for Juvenile Research, for 
study and research. The neuropsychiatric insti- 
tute will be administered by Dr. Major H. 
Worthington, director of Research and Educa- 
tional Hospital; Drs. Harold Douglas Singer, 
professor of psychiatry, and Erie Oldberg, pro- 
fessor of neurology and neurological surgery, 
University of Illinois College of Medicine, will 
direct the psychiatric and neurologic divisions, 
respectively. 

—The department of industrial medicine of 
Northwestern University Medical School will 
conduct its second annual symposium on occu- 
pational disease at Thorne Hall on the Chicago 
campus September 26-27. The speakers will in- 
clude: 

Dr. Carl M. Peterson, Secretary, Council on 
Industrial Health, American Medical Associa- 
tion, Industrial Disease Education. 

Philip Drinker, Ch.E., professor of industrial 
hygiene, Harvard School of Public Health, Bos- 
ton, The Scope of the Occupational Disease Re- 
search Problem. 

Dr. Lewis J. Pollock, professor of nervous and 
mental diseases at Northwestern, Traumatic 
Neurosis. 

Mr. Arthur H. Young, industrial relations 
counselor, .The Place of Medical Service in In- 
dustrial Relations. 

Dr. John G. Cunningham, Toronto, Canada, 
Industrial Plant Surveys. 

Dr. Stanley J. Seeger, Milwaukee, chairman, 
Council on Industrial Health, American Medi- 
cal Association, Industrial Health and Safety 
and the Practicing Physician. 

Dr. Edgar V. Allen, Rochester, Minn. 

Dr. James G. Carr, secretary and professor of 
medicine at Northwestern. 

Dr. Irving S. Cutter, dean of the medical 
school, will be toastmaster at the banquet at the 
Blackstone Hotel in the evening and Mr. O. E. 
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Mount, American Steel Foundries, will speak on 
“Industrial Health—The Responsibility of La- 
bor, Management and the Community.” 





Deaths 


Casstus M. Craic, Champaign, IIl.; Medical Col- 
lege of Ohio, Cincinnati, 1882; aged 81; died, June 25, 
of bronchopneumonia. 

FRANK Frep HorrMaNnn, Chicago; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1901; a 
Fellow, A. M. A.; on the staffs of the Illinois Ma- 
sonic Hospital and the Norwegian-American Hospital ; 
aged 59; died, June 22, of coronary occlusion. 

Wu.iam E. Krumsiek, Granite City, Ill.; Hahne- 
mann Medical College and Hospital, Chicago, 1891; 
aged 78; died, May 24, of myocarditis and mitral 
stenosis. 

Epwarp Watsu Lyons, Chicago; Northwestern 
University Medical School, Chicago, 1909; served dur- 
ing the World War; aged 52; died, May 19, of pul- 
monary tuberculosis and diabetes mellitus. 

JoHN Marten, Tolono, Ill.; Rush Medical College, 
Chicago, 1897; member of the Illinois State Medical 
Society; for many years president of the board of 
education; aged 80; died, June 7. 

JoHN Witt1am McConneLL, Chicago; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1900; member of the 
Illinois State Medical Society; on the staff of St. 
Anne’s Hospital; aged 64; died, May 10, in the Sacred 
Heart Sanitarium, Milwaukee, of coronary thrombosis. 

CHARLES SYLVESTER MELLEN, Peoria, Ill.; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1903; aged 58; died, 
May 25, of chronic myocarditis. 

James JosepH MurpHy, Paris, Ill.; University of 
Illinois College of Medicine, Chicago, 1936; a Fellow, 
A. M. A.; secretary of the Edgar County Medical 
Society ; aged 26; was drowned, May 5, when his boat 
capsized. 

Cart Matruias Pout, Chicago; Rush Medical Col- 
lege, Chicago, 1903; a Fellow, A. M. A.; on the staff 
of the West Suburban Hospital, Oak Park, IIl.; aged 
58; died, June 3, of cerebral hemorrhage. 

Joun Lincotn Porter, Evanston, IIl., professor 
emeritus of orthopedic surgery at Northwestern Uni- 
versity Medical School, Chicago; died, August 11, of 
coronary occlusion; aged 74. Dr. Porter was born in 
Alstead, N. H., July 2, 1864. He received the medical 
degree from Northwestern University Medical School 
in 1894. In 1900 he became professor of orthopedic 
surgery at the University of Illinois College of Medi- 
cine, where he served until 1917 when he became pro- 
fessor of orthopedic surgery at Northwestern. He was 
a member of the American Orthopedic Association, 
past president and for many years treasurer; member 
of the Western Surgical Association, the Clinical Or- 
thopedic Society and the American Academy of Ortho- 
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pedic Surgeons and fellow of the American College of 
Surgeons. The silver jubilee of the Clinical Ortho- 
pedic Society in October, 1937, was dedicated to Dr. 
Porter, who founded the society twenty-five years be- 
fore, when it was known as the Central States Ortho- 
pedic Club. The John Lincoln Porter Memorial Lec- 
ture was established at the meeting. Dr. Porter was 
consulting orthopedic surgeon to the Evanston Hos- 
pital and St. Luke’s Hospital, Chicago, and for many 
years attending orthopedic surgeon to the Cook County 
Hospital, Chicago. He was appointed a member of 
the advisory board of orthopedics during the World 
War and later was a major in the medical corps. 


SAMUEL Rapway, Chicago; Chicago Medical School, 
1922; aged 45; died, May 27, of coronary thrombosis, 
chronic myocarditis and diabetes mellitus. 

PrETER CHARLES SCHENKELBERGER, Chicago; Hahne- 
mann Medical College and Hospital, Chicago, 1903; 
a Fellow, A. M. A.; aged 59; was killed, June 26, 
when he fell from a nine story window. 

Henry Hutse Serert, Davis, Ill.; College of 
Physicians and Surgeons of Chicago, Schoo! of Medi- 
cine of the University of Illinois, 1907; aged 70; died, 
May 1, in the Evangelical Hospital, Freeport, of heart 
disease and pneumonia. 

James WILLIAMS SKEBELSKY, Chicago; Northwest- 
ern University Medical School, Chicago, 1907; a Fel- 
low, A. M. A.; formerly clinical assistant in derma- 
tology and later instructor at his alma mater; on the 
staffs of the South Shore and South Chicago hos- 
pitals; aged 56; died, June 1, of coronary thrombosis. 


WENDELL Stewart, East St. Louis, Ill.; Washing- 
ton University School of Medicine, St. Louis., 1930; 
a Fellow A. M. A.; member of the Radiology Society 
of North America; on the staffs of the Christian Wel- 
fare Hospital and St. Mary’s hospitals, East St. Louis, 
and St. Elizabeth’s Hospital, Belleville; aged 34; died, 
June 6, in the Barnes Hospital, St. Louis, following 
an operation for removal of a brain tumor. 

ARTHUR JoHN STUENKEL, Hinsdale, Ill.; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1904; member of the 
Illinois State Medical Society; on the staff of the 
Elmhurst (Ill.) Hospital; aged 57; died, June 4, of 
chronic myocarditis and coronary sclerosis. 

Louis Max Tursin, Chicago; Chicago Homeopathic 
Medical College, 1891; aged 80; died, May 9, in the 
Ravenswood Hospital of injuries received when he 
was struck by a street car. 

Henry JosepH Way, Chicago, M.B., University of 
Toronto Faculty of Medicine, Toronto, Ont., Canada, 
1892; a Fellow, A. M. A.; M.D., Victoria University 
Medical Department, Coburg, Ont., 1892; served dur- 
ing the World War; on the staff of the Westside Hos- 
pital; aged 72; died, May 2, at his home in Oak Park, 
Ill. 

Witiam S. Wiitiamson, Galesburg, IIl.; Jefferson 
Medical College, of Philadelphia, 1889; Civil War 
veteran; aged 91; died, May 20, of cerebral hemor- 
rhage. 








